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COLLECTIVE REVIEW 


THE PARATHYROID GLANDS 


GEORGE T. HOFFMANN, M.D., Galveston, Texas 


HE parathyroid glands are usually four 
in number, and usually in the neck. 
The great disadvantage associated 
with the specialization of labor is that 
the whole community becomes dependent on each 
group of essential specialists continuing to live 
and work. It is this dramatic dependence that 
makes the body a slave of, and to, the parathy- 
roid glands, structures which each are equal to 
the size of a BB-shot. 

It is interesting to note that, in general, her- 
bivora tolerate parathyroid removal better than 
carnivora. At least to date, I find no mention of 
human vegetable food-fadists who have tested the 
truth of the statement. Such tests suggest preop- 
erative preparation of the patient. 


HISTORICAL 


1879 or 1880. Sandstrom in Sweden was the first 
to recognize the parathyroid glands as sep- 
arate structures. He described them in the 
belief that they were embryonic thyroid 
tissue remnants (8, 13). 

. Remak first described the glands as sepa- 
rate entities (6). 

. Gley, a French physiologist, demonstrated 
their functions as being separable from 
those of the thyroid gland (47). 

- Von Recklinghausen described osteitis fi- 
brosa cystica (1). 

. Neuromuscular disturbances produced by 
parathyroidectomy were associated with 
low levels of the calcium ion (17). 

. Loebs demonstrated that calcium in the 
blood fluid keeps muscles constantly con- 
tracting (1). 


1903. 


1907. 


1907. 
1909. 
1909. 


IgI5. 


1924. 


1925. 


1925. 


1925. 
1925. 


1926. 


1928. 
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Askanazy associated skeletal lesions with 
the finding of parathyroid tumor (25). 
Erdheim observed parathyroid hyperplasia 
in a case of osteomalacia and a case of gen- 
eralized osteitis fibrosa cystica. 

Eiselberg reported the first successful het- 
erotransplant of parathyroid gland (17). 
De Quervain reported the first probable 
case of carcinoma of the parathyroid gland. 
MacCullum and Voegtlin found serum cal- 
cium low in hypoparathyroidism and with 
it a way of treating tetany (1). 

Steinhorn and Schlagenhofer and others 
observed generalized osteitis fibrosa cystica 
with parathyroid hypertrophy. 

Hanson obtained an active extract of para- 
thyroid gland (17). 

Schlagenhofer suggested parathyroidecto- 
my for generalized osteitis fibrosa cystica 


17). 
July 30. Mandl following Schlagenhofer’s 
suggestion reported the first surgical re- 
moval of a parathyroid adenoma (1, 10). 
Collip independently prepared an active 
parathyroid extract (25). 

Collip found high serum calcium in experi- 
mental hyperparathyroidism (1). 
Greenwald and Gross were the first to 
show in experimental hyperparathyroidism 
that the calcium which was lost came from 
the skeleton (17). 
The first report of a proved case of para- 
thyroid adenoma appeared in the United 
States. From 1928 to 1942 only 12 more 
proved cases were reported. Since 1942 
from to to 15 new cases have been reported 
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yearly as the result of a planned effort to 
“~~? a diagnosis in cases of renal lithiasis 
9). 

Meyer et al reported the first and most 
classical example of parathyroid carci- 
noma. The patient was followed-up to 
autopsy in 1943, 2 years after surgery (39). 


ANATOMY 


There are usually 4 parathyroid glands al- 
though the number varies with the diligence of 
the investigator in searching them out (23). They 
vary in size, but usually are 6 to 7 millimeters by 
3 to 4 millimeters by 1.5 to 2 millimeters as deter- 
mined by the surrounding tissue pressure. Their 
surface is finely granular. They weigh from 25 to 
40 milligrams each (9, 10, 17). Their color varies 
with the fat content, being coffee-brown in puber- 
ty and then becoming yellowish as the individual 
reaches the midforties (1). Each gland has its 
own capsule with a fine network of branching cap- 
illaries (17). Vessels enter the soft gland at a hilus 
(9). Either the superior or the inferior glands may 
lie in a cleft in the thyroid gland and escape de- 
tection (37). 

The superior parathyroid glands lie anterior to 
the junction of the pharynx and esophagus, usual- 
ly just posterior to the lower border of the cricoid 
cartilage (23). They are in a dorsal plane to the 
recurrent laryngeal nerve and inferior thyroid ar- 
tery at the posterior aspect of the thyroid gland at 
the junction of its middle and upper thirds (9). 
The superior parathyroids are usually constant in 
position. However, they may lie anywhere from 
the upper level of the larynx to the lower pole of 
the thyroid gland, limited by the deep layer of the 
cervical fascia anteriorly and the prevertebral fas- 
cia posteriorly (10). 

The inferior parathyroid glands lie anterior to 
the recurrent laryngeal nerve and inferior thyroid 
artery at a level adjacent to the inferior pole of the 
thyroid gland at its posterolateral surface (9, 10). 
They may vary from the upper border of the 
larynx to the superior mediastinum in the visceral 
compartment of the cervical fascia. At times they 
are called the parathymus glands. 


EMBRYOLOGY 


The inferior parathyroid glands arise from the 
endodermal lining of the third pharyngeal pouch 
along with the thymus. They migrate caudally 
along with the thymus. The superior parathyroid 
glandsarise from the fourth pharyngeal pouch from 
the endodermal lining with the lateral anlage of 
the thyroid gland and usually attach posteriorly to 
its capsule (10). 


HISTOLOGY 


Before the age of 10 years only chief cells are 
seen. They are poorly outlined polyhedral cells of 
6 to 8 microns. The cytoplasm is clear, containin 
a large rounded nucleus of about one-half the 
volume of the cytoplasm. The cytoplasm is non- 
granular and poorly staining. These are the se- 
creting cells. After the tenth year the oxyphil 
cells are seen (8, 10). They are larger than the 
chief cells and have abundant eosin-staining 
granules in their cytoplasm. A third type of cell, 
the “‘waterhasse”’ cell, is also seen. These cells 
have a scanty cytoplasm containing vacuoles; 
they are well defined, from 10 to 15 microns in 
size, and with eccentrically located nuclei. The 
picture is one of large continuous cell masses with 
anastomosing columns and cords of cells. Blood 
capillary sinuses separate the cords and cell 
masses. There is no alveolar arrangement (10). A 
fourth type of cell, the palisade cell, is described 
by some authors (28); these cells form a palisade 
on the borders of the sinusoids. 


BLOOD SUPPLY 


The arterial supply of the parathyroid glands 
comes from the two parathyroid arteries arising 
from each inferior thyroid artery: There is free 
anastomosis with vessels of the opposite side (23). 
In 1 per cent of the cases some blood is supplied by 
anastomosing superior thyroid arteries (17, 47). 
There are also some fine arteries from the 
pharynx, esophagus, and trachea. Veins leaving 
the parathyroid glands enter those which drain 
the thyroid gland. 

Vascular pedicles are seen when the gland is 
displaced to the posterior mediastinum and are 
important in helping to locate the gland. When 
the gland is displaced to the anterior superior 
mediastinum it is more likely to get its blood 
supply from the surrounding structures (8, 9). 


NERVE SUPPLY 


This is scantily supplied and the fibers are 
probably entirely sympathetic (vasomotor), being 
of the same origin as those to the thyroid gland. 
Secretory nerves have not been demonstrated (8). 


RELATION TO OTHER GLANDS 


The only known function of the parathyroid © 


glands is the production of the parathyroid hor- 
mone. The function of excretion is apparently 
due to alteration directly in response to the tissue 
calcium and phosphorous requirements. There is 
as yet no proved relation to any other glands, 
although other glands may have pathologic affec- 
tions at the same time (49). 
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PHYSIOLOGY 


The parathyroid hormone influences the cal- 
cium and phosphorus metabolism, the greater 
effect being on the phosphorus metabolism. The 
calcium metabolism is dependent on a phosphor- 
us metabolic change preceding it (2). A low 
blood calcium stimulates the parathyroids to se- 
crete (1). The parathyroid hormone plays a dual 
role, namely, it acts directly on the bone by stimu- 
lating osteoclastic activity (19), and in some 
obscure way it acts upon the circulating phosphor- 
us of the body fluids (5). 

The effect on the circulating phosphorus is one 
that causes an increased excretion in the urine. 
This explains the immediate hyperphosphaturia 
and resulting hypophosphatemia. It is probably 
due to the depression of phosphatase activity at 
the proximal renal tubule which prevents reab- 
sorption (5). With low serum phosphorus there is 
a less saturated calcium phosphate with an in- 
creased tendency for calcium phosphate to enter 
the serum from the gastrointestinal tract or from 
bone. This leads to hypercalcemia and finally a 
hypercalciuria (2, 5). 

The parathyroids regulate the guanidine metab- 
olism to control the muscular tone. Through their 
effect on the calcium metabolism they help to reg- 
ulate the vasoconstrictor activity of nicotine, 
epinephrine, and the pituitary gland. Carbohy- 
drate tolerance may in an unexplained way be 
partially regulated by phosphatase depression 
(45). Increased ammonia content of the blood is 
under control by two different effects. The first is 
due to depression of function of the liver (6). The 
second is due probably to the depression of gluta- 
minase, an enzyme of the distal renal convoluted 
tubular epithelium, so that ammonia is unable to 
be excreted into the urine. The inability to excrete 
ammonia results in an acidosis and renal insuffi- 
ciency. The acidosis is the cause of calcium with- 
drawal from the skeleton for use as a base for 
neutralization (8). 


EFFECTS OF PARATHYROID HORMONE 


To date the hormone of the parathyroids has 
not been isolated as a pure substance. Collip 
suggested the name of parathormone. It is used 
today as an extract by injection, being partly and 
unpredictably absorbed when given orally. One 
unit of parathyroid extract is equal to 1/100 of 
the amount required to raise the calcium content 
of 100 cubic centimeters of blood serum of normal 
dogs of 8 to 16 kilograms by 1 milligram within 16 
to 18 hours after subcutaneous administration 
(45). In man a tolerance to the hormone becomes 
established after a period of time (8). 
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A. Effect on the normal individual: 

1. Hyperphosphaturia, due to marked 
phosphorous diuresis. 

2. Hypophosphatemia, due to a fall of inor- 
ganic serum phosphorus. 

3. Hypercalcemia, due to lowered serum 
phosphorus with more reabsorption of 
calcium from bone, the gastrointestinal 
tract, or from both. 

. Hypercalciuria, due to hypercalcemia. 
. Increased solubility factor of serum cal- 
cium times phosphorus (50, 2). 


Effects on: 


Administration 


Lowered 


Deficiency 
Raised 





Renal phosphate 
threshold 





Urinary phosphate Increased Decreased 


excretion 





Serum phosphate level | Lowered Slight absolute rise; 


increase phosphate 


Falls to % to % of 
the normal 


Tends to fall 
(45) 





Rises to double the 
normal 


Serum calcium level 





Urinary calcium level Tends to rise 











B. Effect on administration to parathyroidecto- 
mized patient. Parathyroid hormone causes an in- 
creased resorption of calcium and phosphorus 
from bone which restores the serum phosphorus 
level to normal and increases the serum calcium 
level to above normal (49). 

C. Effect of excess of parathyroid hormone due to 

administration or secretion from the glands: 

1. Increased excretion of phosphorus in the 
urine. 

2. Decrease of phosphorus in serum, below 
3-1 milligrams per cent. 

3. Increase of calcium in serum (it may be 
doubled). 

4. oe of calcium excretion in the urine 

2). 

The hypercalcemia leads to diminished neuro- 
muscular irritability and hypotonicity of the mus- 
cles (5). Continuing hypercalcemia leads to a re- 
moval of lime salts or halisteresis, which is due to 
a change in the relationship between the plasma 
bathing the bone and the bone itself (12). This re- 
sults in a deposition of calcium in the kidney 
tubules, the alveoli of the lungs, and in the gastric 
mucosa (5, 10), sites where phosphatase are found. 
Two conditions now result which give rise to the 
clinical manifestations which are first noted. The 
first is renal insufficiency with retention of phos- 
phorus which causes a lowering of blood calcium 
and a compensatory hyperparathyroidism which 
is an attempt on the part of the body to re-estab- 
lish the blood calcium level. A vicious cycle is set 
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up and renal calculi as well as nephrocalcinosis are 
developed (1). The other effect is bone involve- 
ment which occurs if the patient is in negative 
calcium balance, that is, if the patient fails to in- 
gest as much calcium as is lost by way of the urine 
and feces (2). If bone disease develops, the alka- 
line phosphatase rises because of increased osteo- 
blast activity. Osteoporosis due to osteoclast ac- 
tivity with removal of the organic material ex- 
ceeding the osteoblast activity results in increased 
bone marrow space. At the same time a formation 
of fibrous and connective tissues is noted between 
the bony trabeculae on which thin trabeculae of 
new bone then form by osteoblast activity (5, 12). 
These bony replacements do not keep up with the 
destructive activity so that softened fibrous cystic 
bone results. An inspissation of the blood is also 
noted (2). 

Hypercalcemia may occur as an acute poisoning 
due to improper therapy, as the result of carci- 
noma with relatively acute poisoning, or as a 
chronic effect. Death or chronic severe disability 
may result from the deposit of calcium phosphate 
in the tissues. Thus it is seen why early recogni- 
tion is important (10). 


ALKALINE SERUM PHOSPHATASE 


Normally from 2 to 4 Bodansky units/100 ml. 
are found in the blood serum. Alkaline serum 
phosphatase is excreted by the liver. It is an index 
of osteoblastic activity and notably elevated in 
many conditions, its interpretation depending on 
a normally functioning liver and the clinical cor- 
relation (2). It is inhibited by calcium. Its opti- 
mum activity is found at a pH between 8.6 and 
9.3. Alkaline phosphatase is markedly elevated in 
obstructive jaundice and in jaundice due to liver 
damage, but not in the purely hemolytic type 
(2, 8). It is important to make a phosphatase de- 
termination of a hemolysis-free serum because 
erythrocytes themselves contain phosphatase (2). 
In man, phosphatase is found in the gastrointes- 
tinal tract mucosa, the kidney, liver, lung, brain, 
bone, spleen, and pancreas (8). 


CALCIUM METABOLISM 


The normal urine contains about 0.2 gram of 
calcium per 24 hours. The normal serum calcium 
is 10.5 milligrams per 100 cubic centimeters. The 
threshold for calcium excretion in the urine is 
about 7 milligrams per 100 cubic centimeters of 
serum. The female has two other routes of cal- 
cium loss, namely, the lactating breast and the 
placenta. Calcium loss in the feces is of impor- 
tance only in hyperthyroidism, steatorrhea, and 
uremia due to renal insufficiency (2, 20). About 99 


per cent of the body calcium is in the form of a 
calcium phosphate and calcium carbonate com- 
pound which is deposited in the organic matrix of 
the bones and teeth. Small amounts are in the 
body fluids. The blood calcium is in two forms, 
calcium proteinate and calcium ions. It is the ley- 
el of the calcium ions that the parathyroid extract 
regulates, a low concentration of ions calling for 
more parathyroid hormone excretion. A calcium 
intake which is greater than the output is repre- 
sented by calcium deposition in the bones and 
teeth, and a reverse of this takes place when the 
patient is in negative calcium balance. In the tet- 
any of alkalosis the calcium is shifted from the 
ionized to the protein type without alteration of 
the total concentration (8). Normally, 45 per cent 
of the serum calcium is in the proteinate form (2), 
Normally, 1 gram of protein binds 0.75 milli- 
gram of calcium in the absence of renal insufficien- 
cy or hyperglobulinemia. Failure to recognize 
this protein effect may obscure hypercalcemia in 
hyperparathyroidism, lead to the false assumption 


of hypocalcemia, or it may do both of these (8). 


Normally the urine carries one-third and the feces 
carry two-thirds of the daily calcium excretion. 
In hyperparathyroidism the urinary calcium in- 
creases and in hypoparathyroidism (hypocalcemic 
states) the fecal excretion of calcium increases. 


(20). 


The normal urine contains 2 grams of phosphor- 
us per 24 hours. Serum phosphorus is chiefly in 
the inorganic form. In the bones and teeth the 
ratio of calcium to phosphorus is about 2 to 1. 
Blood serum phosphorus in adults is about 3.5 
milligrams per 100 cubic centimeters and slightly 
higher in children. Organic phosphate compounds 
in the body are phosphoproteins, phospholipids, 
and phosphate esters which liberate phosphate 
ions on hydrolysis. Thus, a positive phosphorus 
balance does not necessarily mean that phos- 
phates are entering the bones (2). The administra- 
tion of aluminum gel causes a reduction of the 
urinary phosphorus with an increase of the fecal 
phosphorus and lowering of the serum phosphorus 
by decreasing bowel absorption. 

VITAMIN D AND DIHYDROTACHYSTEROL (A.T. 10) 

On administration these substances diminish 
the fecal calcium and phosphorus by increasing 
calcium absorption and urinary calcium excretion. 
The rise of the serum phosphorus is due to a rise of 
serum calcium which decreases the parathyroid 
activity and this in turn leads to less excretion of 
phosphorus in the urine. Dihydrotachysterol hasa 
greater phosphorus-excreting effect per unit of cal- 
cium absorption than has vitamin D (50). 


PHOSPHORUS METABOLISM 
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PARATHYROID DEFICIENCY 

1. Pseudohypoparathyroidism. This is a genetic 
disorder of 3 genes causing body tissue and organ 
resistance to parathyroid hormone, dyschondro- 
plasia, andsubcutaneous calcifications. The condi- 
tion producesalow blood calcium, a high bloodphos- 
phorus, and hyperplasia of the parathyroid glands. 

The signs and symptoms are usually a short, 
thick-set individual with a rounded face; dys- 
chondroplasia (a shortening of one or more meta- 
carpal or metatarsal bones); basal ganglia calcifi- 
cation; mental retardation; subcutaneous calcifi- 
cations, metaplastic bone calcifications or both; 
and convulsions. The differential diagnosis is 
made by the Ellsworth-Howard test. This shows 
body tissue resistance to parathyroid extract by 
failure to produce a phosphate diuresis. Treatment 
consists of the administration of dihydrotachy- 
sterol (3, 31). 

2. Accidental surgical removal of the parathy- 
roid glands usually occurs at thyroidectomy; it is 
more frequent since the preoperative use of the 
antithyroid drugs (30). 

3. Idiopathic hypoparathyroidism is due to (a) 
absence of the glands, which is rare, and (b) con- 
genital hypoplasia, possibly the result of compen- 
satory action to hyperparathyroidism of the 
mother (2). The complication of parathyroid de- 
ficiency (hypoparathyroidism) is tetany, and for- 
tunately we have good therapy today to treat this 
complication. It may be brought on by any little 
stress if no treatment is given. 

The effects of parathyroidectomy, hypoparathy- 
roidism, or of both are: 

1. Decreased phosphorus in the urine. 

2. Rise of serum phosphorus as high as 12 milli- 
grams per cent. 

3. Fall of serum calcium as low as § milligrams 
per cent (2). 

4. Diminished excretion of calcium in the urine. 

5. Increased neuromuscular excitability with a 
fall in blood calcium, and when below 7 milli- 
grams per cent there are twitchings, painful 
spasms, and convulsions (5, 49). 

6. Serum phosphatase is normal or low. 

In the dj jg) diagnosis of tetany the fol- 
lowing must be considered: 

1. Hypoparathyroidism. 

2. Nonhypoparathyroid causes. 

a. Rickets with normal-or low serum cal- 
cium and low or normal phosphorus. 

b. Osteomalacia, with low serum phosphor- 
us and high serum phosphatase. 

c. Steatorrhea, with hypocalcemia, low 
serum phosphorus, and hypovitaminosis 
D and A fat soluble. 
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d. Renal insufficiency with phosphorus re- 
tention, low calcium not proportional to 
phosphorus and acidosis. 

. Pregnancy and lactation, with low serum 
calcium. 
Alkalosis 
(1). Hyperventilation, with serum cal- 
cium normal, carbon dioxide-com- 
bining power slightly reduced, low 
arterial carbon dioxide content, 
deep breathing, and usually emo- 
tional disturbance. Carbon dioxide 
inhalation is recommended. 

. Excess loss of gastric contents, with 
blood calcium normal, carbon di- 
oxide-combining power increased, 

. and serum chloride decreased. 

(3). Excess alkaline ingestion with alka- 
line urine, calcium in the urine, and 
a high carbon dioxide-combining 
power. 

The signs and symptoms of tetany (2, 26, 38) 
are as 2 

1. Increased neuromuscular irritability with 
paresthesia and painful cramps. 

2. Carpopedal spasm—wrist and metacarpo- 
phalangeal flexion with the thumb adducted and 
the feet turned down with plantar toe flexion. 

3. Laryngeal spasm with stridor, spasmophilia, 
or both. 

4. Epileptic seizures—generalized and clonic; 
between attacks the mind is clear. 

5. Cataracts in long-standing cases and usually 
irreversible. 

6. Positive Chvostek’s sign—tapping on one 
masseter muscle with the mouth partly open pro- 
duces spasm. 

7. Positive Trousseau sign—carpal spasm from 
constriction of the upper arm with tourniquet, or 
pedal spasm from constriction of the upper leg 
with tourniquet. 

8. Positive Erb’s sign—decrease in electrical 
stimulus necessary to produce spasm less than 5 
milliamperes. 

9. Ridging of the nails; the hair is thin and pre- 
maturely gray and it may fall out or be absent in 
the axillary and pelvic areas. 

10. Calcification of the brain. 

11. Increased density of the bones. 

12. Aplasia or hypoplasia of the teeth—de- 
pending on the phase of development during 
which the hypoparathyroidism occurred. 

The diagnosis of tetany is usually made from 
the history and clinical signs. The blood calcium, 
phosphorus, and /u findings help to identify the 
cause. 
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The treatment of tetany (2, 22, 26, 31, 48) con- 
sists of treatment of its cause. If it is due to alka- 
losis, calcium chloride is given orally and intrave- 
nously and ammonium chloride is given orally; the 
inhalation of carbon dioxide, breath holding, and 
bag rebreathing have also been found of value. 
The urine will show the normal amount of 
calcium. 


THE TREATMENT OF HYPOPARATHYROIDISM 


Calcium chloride or calcium gluconate (10 
cubic centimeters of a 10 per cent solution) given 
intravenously will give immediate results, but 
they will be of short duration. 

Parathyroid extract (2 cubic centimeters) given 
subcutaneously will give a more prolonged effect, 
but it will not start immediately. 

Vitamin D (100,000 to 400,000 units daily) will 
have a delayed but prolonged effect. 

When 3 cubic centimeters of dihydrotachysterol 
(A.T. 10) are given daily until calcium appears in 
the urine (as shown by the Sulkowitch test) a late 
result will follow, but it will be of long duration; 
thereafter, 1 cubic centimeter should be given 3 to 
5 times weekly as needed, for maintenance level. 

Thyroxin may be given up to tolerance if the 
patient also has thyroid deficiency. 

Calcium chloride (10 cubic centimeters of 30 
per cent solution) should be given in water three 
times daily after meals. 

A diet high in calcium and low in phosphorus 
may be given;no milk should be permitted because 
of its high phosphorus content. 

Cataracts need ophthalmologic consultation as 
they do not regress. 

Aluminum hydroxide (8 milliliters) may be 
given three times a day to decrease phosphorus 
absorption from the intestinal tract. 

Parathyroid gland transplantation may be 
done. 

For the Sulkowitch test, 5 cubic centimeters of 
urine are placed in a test tube to which are added 
2 cubic centimeters of the Sulkowitch reagent 
drop by drop. The end point is interpreted o to 4 
in accordance with the amount of white precipi- 
tate formed. It is used for checking the results of 
therapy. 


CYSTS OF THE PARATHYROID GLAND 


Only about 14 cases of cysts of any surgical size 
have been reported. Usually many small ones can 
be seen; they are due to degeneration of an adeno- 
ma. Except for symptoms of local compression, 
most likely of the recurrent laryngeal nerve, they 
give no reaction. About 70 per cent of these cysts 
involve the inferior glands (32, 33). 
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HYPERPARATHYROIDISM 

A. Secondary type. In this type more hormone 
than normal is produced but it is needed for com- 
pensatory purposes. 

This type of hyperparathyroidism may be due 
to poor nutrition caused by vitamin D deficiency 
and a low calcium diet or by pregnancy and lac- 
tation. Another cause of this condition may be 
renal insufficiency with phosphate retention (7, 
36), and still another cause may be the presence 
of other diseases such as pituitary basophilism, 
carcinoma with bone metastasis, osteogenesis im- 
perfecta, Paget’s disease of bone, and multiple 
myeloma (2). 

B. Primary type. 

1. “So-called” idiopathic hyperplasia of the 
glands. The signs and symptoms are the same 
as those of functioning adenoma. The condition 
occurs in 8 per cent of the cases and may be 
present in one or more glands. Twenty-nine 
cases have been reported. There is equal sex 
distribution among the patients. About 25 per 
cent of the cases are associated with disease of 
the upper part of the gastrointestinal tract (4). 

2. Adenoma. About 50 per cent of the cases are 
nonfunctioning adenomas until time passes and 
then hypercalcemia and skeletal decalcification 
are noted (39). Single adenoma occurs in 88 per 
cent of cases, multiple adenomas in 6 per cent. 

Seventy per cent of the reported cases occur in 
women (26), while the classical cases with osteitis 
fibrosa cystica occur in females in the ratio of 
3.2 to 1 in males. Cases without classical osteitis 
fibrosa cystica are found in males in the ratio of 
2.5 to 1 in females. 

The patients are usually in the third through 
the sixth decades. 

The adenomas are found in the inferior glands 
4 times more often than in other locations; 10 
per cent are in aberrant positions and of these 
30 per cent are found in the mediastinum. How- 
ever, the size of the mediastinum varies with each 
author’s interpretation so that variances of from 
6.8 to 80 per cent will be found (9, 10). 

Seventy-five per cent of the adenomas weigh 
more than 1 gram; many are not palpable. 

The cells of the adenoma are of types normally 
present and arranged in sheets or masses with a 
rich vascular network. Folliclelike structures and 
cystic spaces may be found (10). The difference 
in color between a normal mass and one that has 
become a tumor is that three-fourths of the for- 
mer is composed of fat while the latter is solidly 
composed of epithelial cells (42). The adenoma 1s 
usually soft, reddish brown, nonadherent, and 
relatively easy to enucleate (39). 
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The duration of the symptoms in the cases 
analyzed varied from 1 to 27 years; 6 per cent 
of the patients had no complaints. Twenty per 
cent had generalized osteitis fibrosa cystica with- 
out renal complications, but with symptoms for 
about 4% years. Less than 20 per cent had 
generalized osteitis fibrosa cystica with renal 
complications, and symptoms for also about 444 
years. More than 20 per cent had some osteo- 
porosis, not osteitis fibrosa cystica, with renal 
complications; the symptoms in these had been 
present about 1o years. Thirty-five per cent had 
urinary complications without bone disease and 
had had symptoms for about 734 years. 

In summary, more than 70 per cent had neph- 
rocalcinosis, urinary stones, or both (22), less than 
4o per cent had generalized osteitis fibrosa cystica 
(9), and 12 per cent of the patients with renal 
calculi also had hyperparathyroid disease (18). 

The signs and symptoms of the condition were 
dependent on the system or systems affected and 
in mixed proportions (50). Those which were due 
to bone disease (2, 22) were as follows: (1) be- 
nign giant cell tumor (osteoclastoma) with a 
predilection for the jaw where it is called an 
epulis (36), (2) spontaneous fractures, (3) de- 
crease in height, usually due to crushing of the 
vertebral bodies, (4) tenderness in the shins and 
pain in the bones involved, and (5) bony cysts 
and soft bones. 

The symptoms due to renal disease (2, 22) 
were: (1) calcium phosphate or calcium oxalate 
calculi and infections (44), (2) renal insufficiency, 
nephrocalcinosis with hypertension (16)—roent- 
genographically their characteristic pattern is 
pathognomonic, (3) polyuria and polydipsia— 
these symptoms are a very constant finding; the 
specific gravity is usually about 1.005. Patients 
with severe polydipsia are less apt to develop 
calculi (22). 

Signs due to hypercalcemia per se—decreased 
excitability (2, 10)—were: (1) fatigue, muscle 
weakness and vague aches, and hyporeflexia (17), 
(2) dehydration with loss of weight and annoy- 
ingly dry mouth and throat, and (3) constipation. 

The gastrointestinal symptoms (2, 50) were: 
(1) attacks of abdominal pain and (2) nausea and 
vomiting. 

The diagnosis of the condition is obtained from 
the history and physical findings (43). A low 
calcium diet is given for 48 hours (no cheese or 
milk), then blood protein, calcium, phosphorus 
and alkaline phosphatase are administered. A 
roentgenograph is taken after barium has been 
given orally (44). The Sulkowitch quantitative 
24 hour urine test for calcium is made; a finding 
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of more than 130 milligrams of calcium in the 
urine is very suggestive of the condition. A 
phosphorus level below 1.25 grams in the urine 
is usual in a 24-hour specimen. Hamilton’s test 
may be made. The patient’s blood is injected 
into rabbits and samples of the rabbits’ blood 
are collected hourly for calcium determinations 
which rise in proportion to the excess parathyroid 
hormone (36). Roentgenograms of the long 
bones, pelvis, jaws, and kidneys are taken; the 
costochondral junction is not affected. Renal 
function tests may also be used for diagnosis. 

A serum calcium finding above 11.5 milligrams 
with a normal protein value and a serum phos- 
phorus level below 3.1 milligrams is the usual 
finding. Other findings consist of an increased 
urine calcium level amounting to more than 130 
to 200 milligrams in 24 hours, and an elevated 
serum alkaline phosphatase are of further help 
in diagnosis. The palpation of a tumor is not 
usual. Renal and skeletal changes are of help 
but not always present in early cases (7). 

The treatment of hyperparathyroidism is sur- 
gical as surgery offers the best chance for cure. 
Medical treatment offers only transient benefits 
and renal calculi may result from it. X-ray ther- 
apy gives very poor results (1). Diagnosis can 
be made with complete certainty so that explora- 
tion to prove the suspected diagnosis is not indi- 
cated (9). : 

Preoperative preparation consists of a low cal- 
cium and phosphorus diet, no milk or cheese, 
and the forcing of fluids (41). 

The most suitable anesthesia is obtained by 
the local use of 0.5 per cent procaine augmented 
with nitrous oxide, with an oxygen mixture so 
that an evaluation of the recurrent laryngeal 
nerves can be made. 

About 80 per cent of the cases can be ap- 
proached through a cervical transverse incision 
as used for thyroidectomy. This will allow the 
neck and posterior superior mediastinum to be 
carefully explored and dissected. Only after a 
systematic and carefully planned search, and a 
recording of bilateral involvement of the glands 
and of their location is it permissible to remove 
tissue. 

As many adenomas as are present may now be 
enucleated; a biopsy may be done if hyperplasia 
exists or no definite disease is found. If no 
disease is found the cervical wound is allowed 
to heal and a study is made of the clinical course 
of the condition and of the chemistry of the 
blood. Exploration of the anterosuperior media- 
stinum is made through a sternum-splitting in- 
cision down to the third costal cartilage. If 
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TABLE I. 
inthe Serum Urine | Feces 
Ca P AP pHi Ca P 1CeP 
Hyperparathyroidism I D N-I N{ I I INN 
Hyperthyroidism N N N-I N} I I | oe 
Paget’s disease D-N N I N|N-I N |NN 
Multiple myeloma N-I N N N-I N-I 
Rickets N BN 1 D OD 
Osteomalacia D-N D I NID DIDD 
Idiopathic steatorrhea D-N D-N N-I N| D D {II 
Renal rickets D-N I I Ni D DIDD 
Osteogenic sarcoma N N N-I N N 
Metastatic carcinoma N-I N_ N-I I I ei 
Prostatic carcinoma N-I N I 
Neurofibromatosis N-I D-N N-I 
Uremia-renal insufficiency D I N D Dit 
Regurgitation jaundice I 
Lipoid granuloma of bone N N N N 
Hyperproteinemia I N 
Hypoproteinemia D N 
Acidosis N N D 
Alkalosis N N N ££); 8 N 
Hypoparathyroidism D I N N| D DINN 
High vitamin D therapy I I N I I DD 
Osteogenesis imperfecta I 
Albright’s syndrome N N I 
Senile osteoporosis N N N N NINN 
Hypercalcemia and excess 
alkali intake I NI N N 














N—normal I—increased D—decreased (15, 20, 26, 38) 
*alkaline phosphatase 


again no adenoma or gland is found, thymectomy 
is indicated. Adenomas arising in the pericardial 
wall have been reported (9). 

Tetany occurs postoperatively in about 45 per 
cent of the patients, becoming permanent in 5 
per cent. (Tetany after thyroidectomy occurs in 
about 0.5 to 1.5 per cent of the cases.) Severe 
tetany is usually seen in patients with classical 
osteitis fibrosa cystica. Mild or transient tetany 
is usually seen after 3 or 4 days because of tem- 
porary hypoparathyroidism on the basis of hypo- 
function of the remaining glands or a sudden shift 
of blood calcium and phosphorus. If it is due to 
the latter, the blood calcium will be high and no 
treatment is needed. Patients with an alkaline 
phosphatase of more than 20 Bodansky units 
most frequently develop postoperative tetany (9). 
This type of tetany requires almost constant in- 





travenous administration of calcium for its con- 
trol. A good prognosis is bone recalcification 
reaching normal consistency after about 5 years 
(10). Most bone changes, exclusive of cysts, are 
reversible. 

The prognosis also depends on the skill of the 
operator who must be able to recognize the lesion, 
and in cases of hyperplasia or hypertrophy he 
must leave not more than 200 to 300 milligrams 
of tissue (2). 

The ultimate prognosis depends on the pres- 
ence and degree of renal damage. If there is 
marked renal damage, more than the usual 
amount of tissue is left behind. In the presence 
of a high phosphatase value removal of all the 
tissue will cause immediate cessation of bone 
destruction while bone formation runs rampant. 
This causes calcium and phosphorus to be rushed 
into the bone with hypocalcemia, hypophospha- 
temia, and a severe resultant tetany. Osteo- 
malacia from a rapid fall of calcium and still 
lower fall of phosphorus is due to the laying 
down of new bone without calcification as avail- 
able sources of calcium are not present, Also, the 
trabeculae are covered with osteoid material, the 
matrix being insulated with calcium from the 
body fluids (50). 

The treatment of postoperative tetany may 
be the transplantation of parathyroid tissue be- 
neath the rectus sheath of the abdomen or be- 
tween the sternohyoid and sternothyroid muscles 
(11, 14). The results depend on the ingrowth of 
a good blood supply and the type of tissue trans- 
planted. Recurrences, either local or at the site 
of the transplantation, are possible. Any tendency 
to recur and invade might be considered a carci- 
noma. 

C. Primary parathyroid carcinoma. 

In cases of this type a lump has been noted in 
the neck for a few months up to many years, 
with an average of about 8 years. This finding 
suggests that an adenoma has become malignant. 

The patients with this finding were in the 
fourth to the seventh decade (9). However, as 
only about 21 cases have been acceptable, it is 
difficult to draw conclusive ideas. Recurrences 
and invasiveness with metastasis have been found 
in more than 50 per cent. It is important to real- 
ize that the metastatic tissue had the same abil- 
ity to affect the calcium metabolism as that pos- 
sessed by the primary tumor. Removal of the 
primary growth and its local recurrences put a 
stop to further symptoms due to hyperparathy- 
roidism. 

In 55 per cent of the patients there is a classical 
history of hyperparathyroidism with “rheumatic 
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pains,” weakness, anorexia, nausea and occasional 
vomiting, loss of weight (either gradual or acute), 
and polyuria. Usually there is a firm, painless 
tumor (39). In go per cent of the patients there 
is osteitis fibrosa and in the other 10 per cent 
there is gross skeletal decalcification. Bone ten- 
derness following sustained pressure for 30 seconds 
over a bone is to be interpreted as a rate of de- 
calcification and not the degree of decalcification. 
The blood picture is one of increasing depression 
of the bone marrow activity (40). In 33 per cent 
of the patients there is renal calcification and in 
15 per cent a history of renal calculi. Fifty per 
cent of the patients presented hypercalcemia, 
hypophosphatemia, and decalcification. 

On pathological examination a firm gray-tan 
mass which is difficult to remove from the sur- 
rounding tissue is seen. On microscopic section 
the cells are found to be larger than normal; they 
are of the polyhedral type with a definite cell 
wall and some mitotic figures. Usually the tumor 
mass is divided into irregular fibrous lobules by 
fibrous septa; the stroma is made up of capillary 
vessels or delicate fibrillar reticulum (46). The 
most important finding is the local invasion of 
the blood and lymph vessels (39). 

Radical surgical extirpation of the primary and 
any metastatic lesions must be done early and 
at the initial operation if at all possible. X-ray 
treatment is of little, if any, effectiveness. 

The operative mortality is less than 10 per 
cent. Deaths have been recorded from 2 months 
to 4 years after operation, the average interval 
being from 2 to 3 years. Reoperations for recur- 
rences are helpful in prolonging life and reducing 
pain. 

Differential diagnosis of bone lesions must be 
made from the primary type of hyperparathy- 
roidism. The following information may be of 
some value in this regard: 

Albright’s syndrome is usually a localized uni- 
lateral lesion and is usually associated with pre- 
cocious puberty of young girls and a cafe-au-lait 
pigmentation (osteitis fibrosa disseminating poly- 
osteitis). 

Adolescent rickets may easily be confused with 
hyperparathyroidism. 

Osteoporosis is due to failure of the bone me- 
tabolism; the osteoblasts fail to lay down an 
organic matrix. 

Osteomalacia is due to the failure of the deposi- 
tion of calcium in the organic matrix and too 
little bone formation; this condition is rare in 
the United States. 

Paget’s disease of bone presents a circum- 
scribed abnormal area of bone with coarse tra- 
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beculations and a tendency of the bone to ex- 
pand; renal disturbances with polyuria and 
polydipsia may be present. 

Multiple myeloma usually consists of sharply 
demarcated bone lesions. Bence Jones protein is 
found in some cases. Plasma cells are found in 
the peripheral blood in others (18). 

Metastatic malignancy is usually evident on 
X-ray examination, and the primary lesion in the 
breast, prostate, kidney, bronchus, or thyroid 
carcinoma must be ruled out. 


VARIOUS DEVELOPMENTS WITH REGARD TO 
THE PARATHYROID GLANDS 


1. Hope for patients with at least one type of 
arthritis of the spine has been reported. Anesthetic 
infiltration of the parathyroid glands has been 
repeated every week for from 1 to 2 months and 
has resulted in serum calcium changes and in- 
creasing flexibility of the spine (21, 29). 

2. Parathyroidectomy for scleroderma has been 
successful but its effects have been only transi- 
tory in some cases (29). 

3. A depression of the thyroid gland has been 
reversed after parathyroidectomy (27). 

4. Ligation of one (the right) inferior thyroid 
artery has prevented the development of addi- 
tional keloids in individuals with this type of 
growth. The old keloids were not reduced in 
size, but they did not progress (35). 
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Complete Avulsion of the Scalp. FRANK Rosinson. 
Brit. J. Plast. Surg., 1952, 5: 37- 


The author discusses the treatment of complete 
avulsion of the scalp wherein the avulsed portion is 
detached entirely from its surrounding and under- 
lying tissues as distinct from partial avulsion where 
some attachment persists. ‘Twenty-four patients 
comprise the series. All were women whose hair had 
become entangled in moving machinery. 

The avulsion occurs between the aponeurosis of 
the occipitofrontalis muscle and the pericranium, 
through the loose subaponeurotic tissue. 

Various methods of treatment are discussed. The 
replacement of the avulsed portion of scalp is uni- 
formly unsuccessful. The immediate closure of the 
defects by the application of split thickness skin 
grafts directly to the pericranium appears to be the 
method of choice and is attended with the best 
results. 

The inadvisability of thinning down the avulsed 
scalp and using it essentially as a full-thickness graft 


is emphasized. Small areas of exposed bone, present: 


in approximately 30 per cent of cases, should be 
treated by excision of the superficial compact bone 
and immediate Thiersch grafting. 

In patients inadequately treated, recurrent ulcera- 
tion and severe scar contracture may occur as late 
complications. Recurrent ulceration may lead 
eventually to malignant degeneration. Two cases 
are reported in illustration. 

ORVILLE F. Grimes, M.D. 


Treatment of the Tumors of the Inferior Alveolus 
and the Mandible. Joun J. Contey. Ann. Otol. 
Rhinol., 1952, 61: 62. 


This article is a detailed discussion of the treat- 
ment of benign and malignant tumors of the inferior 
alveolus and the mandible. A classification of both 
benign and malignant tumors in this location is pre- 
sented. The incidence, etiology, pathology, symp- 
toms, and diagnosis are considered. 

The importance of biopsy for diagnosis is em- 
phasized. Punch forceps biopsy is the usual choice, 
but aspiration, and direct surgical and needle biopsy 
are also used. Stereoscopic examination of the bone 
is another essential of diagnosis. 

The treatment of tumors in this location is es- 
sentially surgical. The basic philosophy is total re- 
moval of the neoplasm and the most complete re- 
parative and reconstructive procedure which may be 
possible at the time. The removal of a wide margin 
of normal tissue about the tumor is essential. 
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HEAD AND NECK 


Benign tumors require less radical surgical pro- 
cedures than malignant ones. Curettage of cysts 
with or without electrical or chemical cauterization, 
enucleation of soft tissue tumors, and various types 
of local resections are required. 

Certain precautionary measures are necessary in 
surgical management. Routine ligation of one or 
both external carotid arteries is an aid. Endotracheal 
anesthesia and snug packing of the pharynx to avoid 
aspiration of blood are important. Prophylactic 
tracheotomy and an endonasal feeding tube aid 
greatly. Oral hygiene should be diligently observed, 
and antibiotics and chemotherapeutic agents are 
used. Adequate wound drainage and a large sup- 
portive dressing assist in good healing. 

Malignant tumors require more radical and ex- 
tensive surgery, especially in advanced cases with 
metastatic involvement. A classification of the type 
and extent of the disease, and the type of operation 
required are presented below: 

Criteria Operation 
Class 1. Early low grade 1. Segmental resection of 
cancer limited to the al- the alveolus and mandi- 
veolus (no evidence of ble 
metastatic disease) 


Class 2. Cancer of the al- 
veolus or mandible, or 
both (limited and no evi- 
dence of metastatic dis- 
ease) 


Class 3. Cancer of the al- 


. Sectional resection of the 

alveolus and mandible 
and suprahyoid dissec- 
tion in continuity 


N 


. Sectional resection of the 
veolus and mandible with alveolus and mandible 
metastatic disease in the and lateral neck dissec- 
neck tion in continuity 


Class 4. Extensive cancer . Resection of half or more 
of the alveolus and man- of the alveolus and man- 
dible with involvement of dible with a segment of 
the floor of the mouth, the tongue and floor of 
tongue, and neck the mouth and lateral 

neck dissection in conti- 


wW 


> 


nuity 
Class 5. Sarcoma of the’ 5. Treatment as for cancer, 
mandible according to the extent of 
involvement 
Class 6. Adamantinoma 6. Segmental or sectional 


resection of the mandible 
according to size of the 
tumor 


All of these methods are discussed in detail with 
excellent illustrations of procedure and appliances 
needed. 

All wounds are repaired immediately. Mucous 
membrane surfaces in the mouth are directly approx- 
imated when possible. The skin is closed with fine 
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skin sutures. Skin flaps or free skin grafts are used 
to replace lost areas of skin. Tracheotomy, blood 
transfusion, Levin tube feeding, and careful medical 
management are necessary for a low operative risk. 

Reconstructive surgery is needed in many in- 
stances and may be done, either immediately or 
later as a secondary procedure. Various types of 
reconstructive procedures consist of: 

1. Onlay grafting with bone chips. 

2. Bone grafting from iliac crest (autogenous) 

3. Rib grafting (autogenous) 

4. Inert implantation (metal and plastic bars and 
molded mandibular segments) 

5. Use of refrigerated bone (homologous) 

6. Use of oral prosthesis 

Grafts are fixed internally with special plates, 
screws, or wires. The jaw should be partially or 
totally immobilized for 4 to 6 weeks. Oral prostheses 
are used and have proved to be of great aid in 
management. 

Benign lesions have an excellent cure rate. There 
is a cure rate of approximately 30 per cent in all pa- 
tients with carcinoma of the alveolus and mandible. 
Early limited cancers of this type have a prognosis 
of cure in approximately 70 per cent of the cases. 

Donatp C. Geist, M.D. 
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Nutritional Amblyopia. F.C. Ropcer. Arch. Ophth., 
Chic., 1952, 47: 570. 

In World War II the incidence of nutritional 
amblyopia among personnel imprisoned in the Far 
East was 6.8 per cent. In the 238 cases analyzed, 
the visual history covered a period that is now over 
10 years. In the prison camps the diet provided a 
caloric intake averaging 1,800 calories. Carbo- 
hydrate dominated, and as the ratio of thiamine to 
nonfat-derived calories was as low as 0.17, the thia- 
mine deficiency was particularly serious. Besides 
inanition, most of the prisoners suffered from other 
ailments such as malaria, dysentery, and beriberi. 

The amblyopia is of sudden onset, usually pre- 
ceded by a few weeks of scintillating scotoma. Night 
vision is seldom affected in spite of the low intake of 
beta-carotene. The original centrocecal shape of the 
scotomata suggests that the visual defect is pri- 
marily of the ganglion cells, and that the lesion at- 
tacks especially the more highly developed cells at 
the macula or their axis cylinders. In this acute 
stage an apparently normal fundus picture is the 
rule. 

A long period of tolerance followed, although the 
living conditions became progressively worse. The 
visual acuities in this period, the subacute stage, 
ranged from 20/40 to 20/600. The field defect now 
consisted of a bilateral central scotoma, steep-edged, 
and averaging 5 degrees in extent. The ophthalmo- 
scope showed temporal pallor of the discs but the 
degree of pallor bore no relation to the visual loss. 
The term “retrobulbar neuritis” is erroneously ap- 
plied, as no inflammatory element was in evidence. 












With the restoration of normal conditions of diet 
and environment, the visual acuity improved in 
only 29 per cent of the cases, remained static in 33 
per cent, and deteriorated even further in 38 per 
cent. It is in this final chronic stage that a clear-cut 
partial or complete optic nerve atrophy is seen. 
James E. LEBENSOHN, M.D. 


Electroencephalographic Changes in Strabismus. 
MANUEL L. STILLERMAN, ERNA L. Grss, and 
MeyER A. PERLSTEIN. Am. J. Ophth., 1952, 35: 54. 


The electroencephalographic changes associated 
with strabismus are discussed. 

Berger, in 1929, discovered that certain changes 
in electrical potential could be recorded by the ap- 
plication of electrodes to the human scalp. Nor- 
mally, in adults the oscillations in electrical poten- 
tial occur rhythmically at a frequency of 6 to 30 
oscillations per second, and in infants as slow as 
4 to 6 per second; the amplitude varies from 5 to 100 
microvolts. 

The authors examined 1,345 children under the 
age of 16 years encephalographically to determine 
whether there is a clinical correlation between elec- 
troencephalographs and strabismus, as well as be- 
tween them and a group of miscellaneous eye dis- 
orders. 

They found that in organic brain disease causing 
cerebral palsy, electroencephalographic foci in the 
occipital region occurred almost twice as frequently, 
In 605 cases of cerebral palsy in patients with sei- 
zures and ocular findings (predominantly strabis- 
mus), electroencephalographic foci in the occipital 
region were six times more common than all other 
foci combined. 

Among 8g normal children with strabismus, 20 
per cent showed occipital lead abnormalities in their 
electroencephalograms. Of 180 normal children 
without strabismus or any other ocular disease, 
only 0.5 per cent had occipital lead abnormalities. 

The abnormalities occurred twice as frequently in 
the normal children with exotropia as in those with 
esotropia. 

There were no abnormal electroencephalograms in 
the group of normal children with other miscellane- 
ous pathologic ocular conditions. A pathologic ocu- 
lar process limited to the peripheral organ apparently 
does not affect electroencephalographic patterns. 

There was no demonstrable correlation between 
abnormal electroencephalographic findings and fu- 
sion, laterality of the deviation in strabismus, and 
retinal correspondence. JosHua ZUCKERMAN, M.D. 


Dacryocystorhinostomy by Intubation. W. HEDLEY 
SuMMERSKILL. Brit. J. Ophth., 1952, 36: 240. 


The author discusses the value of dacryocysto- 
rhinostomy as compared with dacryocystectomy, 
and states that most ophthalmologists have not used 
the new method because of the difficulty of the 
surgical procedure. 

He presents a detailed outline of his dacryocysto- 
rhinostomy procedure in which permanent drainage 


















ei- 
is- 








is maintained with a small polythene tube that is 
passed from the sac through the lacrimal bone to the 
middle meatus. It is easy to do, requires no special 
surgery, and there are no complications or reactions. 
The tube is not expelled. No painful postoperative 
treatment is necessary. Eart H. Merz, M.D. 


Sympathetic Ophthalmia. Grorce M. Hark, RIcnEy 
L. WauGH, JR., and Woop Lypa. Arch. Ophth., 
Chic., 1952, 47: 437- 

The authors observed a case of sympathetic 
ophthalmia in which the histologic picture was so 
completely different from the classic clinical picture 
of sympathetic ophthalmia that they were prompted 
to re-examine certain facts of this disease which 
are taken for granted at present. They also report 
their own experiences and those of 29 other ophthal- 
mologists with corticotropin and cortisone therapy 
in sympathetic ophthalmia. 

In their case of sympathetic ophthalmia which 
followed intracapsular cataract extraction, the his- 
tologic picture in the sympathizing eye was indic- 
ative of endophthalmitis. 

They report 18 other similar cases and suggest 
that the disease may be a bilateral form of endoph- 
thalmitis phacoanaphylactica. They point out that 
the possibility as well as the implications of this 
possible diagnostic error should be considered in all 
cases. If an apparent sympathetic ophthalmia may 
occasionally turn out to be a bilateral form of 
endophthalmitis phacoanaphylactica, then a re- 
examination of therapeusis is also indicated. For 
example, enucleation may not be imperative. In- 
stead it may be necessary to remove lens material 
remaining in an eye operated upon, as a primary 
focus of the anaphylactic disease, or to remove the 
lens in the other eye, as a secondary focus. 

In some mild cases of the disease, corticotropin 
and cortisone, if used early, seem capable of control- 
ling the inflammatory and exudative processes. 

Results in 6 operations suggest that under corti- 
sone protection surgical treatment can safely be 
undertaken in sympathetic ophthalmia. 

It is important to emphasize that the need still 
exists for mydriatic, antibiotic, and foreign protein 
therapy as adjunct prophylactic or therapeutic 
measures. JosHuA ZUCKERMAN, M.D. 


The Sulfonamides and Antibiotics in Trachoma. 
A. A. SuntscaL. Am. J. Ophth., 1952, 35: 671. 


The clinical results of administration of a variety 
of sulfonamide compounds and antibiotics in the 
treatment of trachoma was observed in over 3,500 
patients at the Missouri Trachoma Hospital during 
the period between 1941 and 1951. Sulfanilamide 
was used locally and systemically in 1941 and 1942. 
It was the most useful drug available up to that 
time, but side effects with systemic administration 
were fairly common. Sulfacetimide locally and sys- 
temically was not superior to sulfanilamide. Sulfa- 
thiazole as a powder and in 5 per cent solution was of 
little value when administered locally. Sulfathiazole 
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systemically, however, was more useful than sulfa- 
nilamide because of its decreased toxicity. Sulfadia- 
zine in turn supplanted sulfathiazole and was ad- 
ministered in divided doses of 3.0 to 4.5 gm. daily. 
Local sulfanilamide therapy was supplanted in 1946 
by a 1o per cent sodium sulfacetimide solution. The 
drug, however, caused frequent complaints of burn- 
ing and itching but its advantages far outweighed 
the disadvantages of side reactions and local con- 
junctival irritation. Gantrisin was administered sys- 
temically in doses up to 10 grams daily without 
causing side effects; applied locally in 10 per cent 
solution it proved very efficacious in trachoma. 
Combisul (equal parts by weight of sulfadiazine, 
sulfamerazine, and sulfathiazole) proved similar to 
sulfadiazine. Sodium sulfacetimide ointment proved 
irritating to the conjunctiva, as did, to a lesser ex- 
tent, gantrisin ointment. Sulfamylon hydrochloride 
in 1 per cent solution was not superior to other sul- 
fonamides. 

The present regime at the Missouri Trachoma 
Hospital is as follows: (1) local instillation of buffered 
gantrisin solution every 2 hours for 10 to 21 days; 
(2) systemic gantrisin or combisul in four daily di- 
vided doses according to age and weight for 7 days; 
(3) topical application of 10 per cent sodium sulfa- 
cetimide ointment or 4 per cent gantrisin ointment 
nightly during the time drops are instilled. 

The therapeutic effect consisted of earlier sub- 
sidence of all inflammatory symptoms, gradual reso- 
lution of incipient pannus, and rapid disappearance 
of photophobia and blepharospasm. Mild entropion 
disappeared. Advanced cicatrization did not re- 
spond to any medical treatment. Well marked cor- 
neal leukoma and generalized pannus formation was 
not resolved. 

Penicillin, bacitracin, terramycin, streptomycin, 
chloromycetin, and aureomycin had no effect upon 
the symptoms and objective signs of trachoma. The 
antibiotics, however, were very useful in correcting 
concurrent secondary infection and as such consti- 
tute a useful adjuvant in trachoma therapy. 

Corrective surgery is usually performed after an 
initial course of sulfonamides which pave the way 
to a cleaner operative field even in advanced cases. 

Frank W. NEWELL, M.D. 


Antibiotic-Producing Bacteria of the Ocular Flora. 
Seymour P. HAtBert and Lois S. Swick. Am. J. 
Ophth., 1952, 35: 73- 

The authors discuss antibiotic-producing bacteria 
of the ocular flora. They point out that staphylo- 
cocci are among the most constant organisms of the 
eye flora in human beings and that an analogy exists 
between the presence of antibiotic-producing bacte- 
ria in the eye and such organisms in the intestinal 
tract. 

Antibiotic producers of markedly different de- 
grees of activity are present in both situations men- 
tioned. 

The prevalence of these active strains in individ- 
uals is markedly similar in both tissues. 
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The antibiotic-producers of both tissues reveal a 
high degree of strain specificity in their antibacterial 
activity. 

Rather potent crude antibiotic solutions can be 
obtained with a number of strains of the eye flora by 
the same methods that were effective in obtaining 
the intestinal coliform organisms. Moreover, the 
antibiotic producers of both tissues maintain their 
activity in the presence of plasma proteins or of 
blood in moderate concentrations. 

All these data indicate that (1) the bacterial pop- 
ulation interrelationships in both tissues may be 
fundamentally alike; (2) antibiotic-producing bac- 
teria occur in the flora of the eye with considerable 
frequency; (3) the organisms are mostly of the genus 
Micrococcus (“Staphylococcus”); and (4) there are 
varying degrees and types of inhibitory activity. 

Crude antibiotic solutions have been prepared in 
some cases. JosHua ZucKERMAN, M.D. 


Surgical Construction of Conjunctival Cul-de-Sac 
and Preferred Methods for Partial or Total 
Socket Restoration. CONRAD BERENS and ByRON 
Smitu. Arch. Ophth., Chic., 1952, 47: 625. 


If the conjunctiva is healthy, a plentiful read- 
justment of its contour eliminates the need for a 
free graft. A 2 cm. vertical incision is made close to 
the lateral canthus, and the conjunctiva is under- 
mined over the lower half of the cul-de-sac. A 
heavy blunt scissors continues the dissection just 
under the lower lid down to the inferior orbital 
margin. Three double-armed nylon sutures (5-0) 
are passed through the deepest part of the cul-de-sac, 
then through the tissue of the inferior orbital 
margin, and firmly tied on the skin over buttons. 
The vertical incision is closed with absorbable gut. 
A mold of true wax, which the authors much prefer 
to dental compound, is fitted and a moderate pres- 
sure dressing is applied. The external sutures are 
removed in 5 days, and the wax mold in 2 weeks, by 
splitting it from the medial side. 

If the conjunctiva is not plentiful, a horizontal 
incision is made and the conjunctiva is dissected 
down to the lower orbital margin. Double-armed 
nylon sutures are introduced through the upper 
free border and drawn down to the orbital margin as 
described above. The raw area is covered with a 
mucous membrane graft and a wax mold is carefully 
applied. A binocular dressing is applied. On the 
twelfth day the wax is removed, cleansed, and re- 
placed. The sutures are tightened until they pull 
through. In 3 weeks a prosthesis can usually be 
worn. 

Restoration of the lower cul-de-sac requires an 
incision along the eyelid margin, dissection to the 
lower orbital rim keeping the lower lid as thin as 
possible and covering the defect with a full thickness 
mucous membrane graft. In restoration of the upper 
cul-de-sac the levator should be spared by dissecting 
up on either side of it. The tarsus is thinned just 
enough to maintain stability of the lid. In complete 
restoration of the eye socket the preparation of the 


INTERNATIONAL ABSTRACTS OF SURGERY 


upper and lower cul-de-sacs proceeds similarly. A 
free canthotomy is required for the insertion of a 
large form about 40 mm. in length, 30 mm. in width 
and 4 mm. in thickness. An epidermal graft, about 3 
inches wide and 3% inches long, excised with a 
dermatome, is used. The graft-covered mold is in- 
serted with the overlapping portion of the graft 
forward. The lids are closed with intermarginal 
sutures which are cut after 3 weeks, when the mold 
may be removed. The socket is then packed with 
paraffin gauze for a few days and a prosthesis is in- 
serted as early as possible. 
James E. LEBENsonN, M.D. 


Plasma Implantations in the Cornea. G. W. H. M. 
vAN ALPHEN. Am. J. Ophth., 1952, 35: 701. 


The problems of the fate of corneal transplants 
were studied by use of blood plasma donor “grafts” 
in rabbits: Rabbit blood was collected in ice-cooled 
paraffin-lined tubes, centrifuged, and the plasma 
allowed to clot. Trephine openings 4.1 mm. in diam- 
eter were made in the central cornea and a plasma 
“graft” of the same diameter was placed in the open- 
ing and held in position with a contact lens. After 
7 days the grafts were chalk-white in color but after 
12 to 24 days they began to become transparent at 
the border. Microscopically, after 4 days the graft 
was wholly filled with spindle-shaped cells which 
arose from proliferation of the endothelium of the 
host cornea. Epithelial proliferation was much less 
conspicuous. 

After from 8 to 15 days a distinct fibrillary struc- 
ture appears and many specimens show the begin- 
nings of lamellar formation. After 8 weeks the newly 
formed stroma is distinguished from the host cornea 
with difficulty. Newly formed Descemet’s membrane 
was present in some cases and a greater number 
showed newly formed intact endothelium. The epi- 
thelium contributed to the stroma but to a lesser 
extent than the endothelium. No graft was abso- 
lutely transparent but 4 of 22 grafts showed clear 
epithelium and stroma with clouding of various de- 
grees of Descemet’s membrane. 

FRANK W. NEWELL, M.D. 


Studies on the Pathogenesis of Retrolental Fibro- 
plasia. FRANKLYN P. Bousquet, JRr., and WILLIAM 
E. Laupus. Am. J. Ophth., 1952, 35: 64. 


The authors report the results of their studies on 
the pathogenesis of retrolental fibroplasia. 

All infants weighing less than 1,650 gm. on ad- 
mission to the premature nursery were given routine 
serial ophthalmoscopic examinations. Examination 
was made prior to removal of the infant from the 
incubator, and subsequently at weekly intervals 
during hospitalization. ‘ 

After discharge from the hospital, examinations 
were made periodically in a special follow-up clinic 
with full mydriasis obtained by 1 per cent homa- 
tropine hydrobromide solution combined with 2.5 per 
cent buffered ophthalmic phenylephrine hydrochlor- 
ide solution (neosynephrine). 











Sarre aa et e.:ST Se 


a oO 


le- 


ro- 
IAM 








All infants were given 4 mgm. of vitamin K 
(menadione) intramuscularly on admission, and 
ascorbic acid, 50 mgm. daily, orally, beginning with 
the seventh day of life; alternate infants were given 
a watersoluble vitamin D preparation; every re- 
maining infant was given vitamins A and D in an 
alcohol base. 

All but 10 infants received 50 mgm. of vitamin E 
three times daily. Five infants were given d-1 alpha 
tocopherol acetate (ephynal acetate). The remain- 
ing 92 infants received an aqueous dispersion of 
d-1 alpha tocopherol acetate commencing with the 
first feeding. 

Medication was continued until examinations 
had conclusively shown that the fundus was normal 
or that it had developed consistent irreversible 
pathologic changes. 

Of 107 infants, 90 exhibited normal fundi on the 
initial examination, and 42 of these continued nor- 
mal. In these infants, the normal premature fundus 
differed from the normal adult fundus in three 
major respects: 

1. The optic disc was pale, without its usual 
complement of nutrient vessels. 

2. The foveal region appeared underdeveloped 
and was differentiated by location and by a deeper 
red color from the surrounding retina. 

3. The periphery of the retina presented a pale, 
nonelevated, transient gray or white zone. 

The pathogenesis of retrolental fibroplasia may 
be described in five main stages: 

1. A vascular stage, consisting of an increase in 
the caliber of the veins and tortuosity of the veins 
and arteries. 

2. A stage of hemorrhage, consisting of preretinal 
(subhyaloid) hemorrhages, which in some cases ex- 
tended into the vitreous. 

3. A stage of organization of the hemorrhages 
with formation of fibrous bands and neovascular- 
ization. 

4. A stage of retinal detachment with elevations 
usually beginning at the zone of transition where 
the central retina appears normal and the periph- 
eral retina appears pale. 

5. A final stage of fully developed retrolental 
fibroplasia with retrolental membranes. 

Spontaneous regression of the disease was ob- 
served in all stages except that of complete retro- 
lental membrane formation. 

Of 65 infants exhibiting pathologic ophthalmo- 
scopic signs, only 21 eventually developed retro- 
lental fibroplasia, and 44 ultimately exhibited nor- 
mal fundi. 

Bleeding into and under the skin and into the 
visceral organs was not observed in any of the 
infants. Josuua ZucKERMAN, M.D. 


Subclinical Retinal Detachments. Cuartes L. 
SCHEPENS. Arch. Ophth., Chic., 1952, 47: 593. 


Subclinical detachments include those in which 
the detachment is so flat or so peripheral as to escape 
notice with the usual methods of investigation. 


SURGERY OF THE 








HEAD AND NECK 431 


Detection requires maximal dilatation of the pupil, 
the strongest available ophthalmoscopic illumination, 
and examination in both the sitting and lying pos- 
ture. Only when the detachment is extensive does 
the retina become grayish and show darker vessels. 
A flat detachment without folds may be recognized 
by (a) an ill-defined and hazy choroidal pattern over 
the affected area, (b) watered-silk reflections of the 
detached retina, and (c) shadows of the retinal ves- 
sels on the choroid. Indenting the sclera facilitates 
the diagnosis not only in the region of the ora ser- 
rata but likewise in the equatorial area. 

A systematic study of 110 eyes (102 patients) with 
subclinical detachment is presented from the Retina 
Service of the Massachusetts Eye and Ear Infirmary. 
A clinical detachment was observed in the fellow 
eye of more than one-half the eyes with subclinical 
detachment. Less than one-half the patients com- 
plained of symptoms such as visual blur and photop- 
sia. Visual haziness was usually accompanied by 
opacities in the vitreous or vitreous hemorrhage. 
Single and multiple breaks occurred in equal num- 
ber. Retinal holes were noted chiefly near the ora 
serrata, whereas tears were commoner near the 
equator. Meridional folds occurred four times as 
often in the upper nasal quadrant as in the upper 
temporal quadrant. Choroidal degeneration was 
noted in two-thirds of the cases, usually in the same 
area as the retinal break. Subclinical detachments 
were seldom found in myopic eyes, in which de- 
generation and breaks are chiefly near the equator, 
as the equatorial tear causes the detachment to be- 
come clinical rapidly. 

Thirty-nine of these eyes were treated surgically 
with reattachment in all but one. Surgical interven- 
tion is indicated when the breaks are large, numer- 
ous or situated near the equator, and especially if in 
the upper temporal quadrant; also when associated 
with vitreous hemorrhage or photopsia. Usually, 
only weak applications of surface diathermy were 
necessary. James E. LEBENSOHN, M.D. 


Experiences with Tumors of the Retina. KENNETH 
C. Swan and Setma Hyman. Arch. Ophth., Chic., 
1952, 47: 416. 

The authors report their personal experiences with 
tumors of the retina. 

They point out that retinoblastoma is one of the 
most important malignant tumors of infancy but 
that, unfortunately, treatment for this condition is 
not generally begun until the tumor is well advanced. 

Inequality in the size of the pupils and persistent 
strabismus were early signs in 20 patients. Extra- 
ocular extension occurred in one-half the eyes enu- 
cleated for retinoblastomas. 

Early diagnosis should be attempted by examina- 
tion performed under anesthesia with the pupil di- 
lated and the eye stabilized. Indirect ophthalmos- 
copy is also recommended. 

Although x-ray evidence of intraocular calcifica- 
tion is helpful, it is not pathognomonic of retino- 
blastoma. 





432 INTERNATIONAL ABSTRACTS OF SURGERY 


In 12 of the 20 patients, the retinoblastomas were 
bilateral. In all but one of the patients the tumor 
was much more advanced in one eye than in the 
other. 

Early undelayed surgical treatment either without 
or with irradiation may preserve life and vision. 

Only 6 of 12 patients with bilateral retinoblastoma 
were admitted with sufficient vision to justify treat- 
ment of the better eye with x-ray therapy. Two 
children, after treatment by a modification of the 
Reese-Martin technique, have survived more than 
5 years with retention of nearly normal vision. 
Three other children observed for shorter periods of 
time have retained good health and vision. The 
sixth child lost his vision as a result of glaucoma but 
histologic study of the enucleated eye revealed that 
the tumor had been completely destroyed. 

JosHua ZUCKERMAN, M.D. 


Pathological Study of Retinoblastoma Treated by 
Radon Seeds and Radium Discs. H. B. StTat- 
LARD. Brit. J. Ophth., 1952, 36: 245. 


In the introduction to the present article, the 
author discusses and disputes that part of the 
Arndt-Schulz law which indicates that small doses of 
radiation stimulate cell proliferation. In the au- 
thor’s study, medium doses depressed and large 
doses destroyed cell proliferation. The following 
factors are concerned with the effect of irradiation. 

Radiosensitivity is increased (1) in tissues having 
immature or undifferentiated cells; (2) in the pres- 
ence of mitosis; (3) in tissues from which a neoplasm 
arises; (4) in the presence of an increased blood 
supply; (5) in youth; and (6) in cases in which no 
previous radium or x-ray treatment has been given. 

Eight eyes were studied microscopically and the 
following changes were noted: 

The nucleus of irradiated cells increases in size 
and the chromatin clumps and breaks down. The 
cytoplasm does likewise. Mitosis may stop or be- 
come atypical. The vascular tree is attenuated and 
disappears in areas. The neoplasm degenerates, and 
becomes disorganized and atrophic. In the retina 
itself, destruction of rods occurs, and cones and 
hemorrhages may be seen. The choroid becomes 
thin and atrophic. Ear H. Merz, M.D. 


Intraocular Rubber Foreign Bodies After Surgery. 
RosBeErtT J. Brocxnurst. Arch. Ophth., Chic., 1952, 
47: 465. 

The author discusses the accidental introduction 
of rubber foreign bodies into the eye during surgical 
procedures. 

Rubber particles from a rubber irrigating bulb 
were inadvertently introduced in 7 cases during in- 
traocular surgical procedures. 

The rubber bulb had been fitted with an anterior 
chamber-irrigating tip in all the cases. 

Surprisingly enough, in this series of 7 human eyes 
observed clinically, and 2 additional rabbit eyes used 
experimentally, there were no toxic or irritating 
effects from the foreign bodies. 


However, the author suggests the use of rubber 
bulbs which are not cemented on the inside, or the 
use of a fine filter inserted into the cannula, to avoid 
the introduction of rubber particles intraocularly, 

JosHuUA ZUCKERMAN, M.D. 
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Some Viewpoints on the Operative Treatment in 
Méniére’s Disease. PauL FRENCKNER. Arch, 
Otolar., Chic., 1952, 55: 420. 


In the treatment of Méniére’s disease by a sur- 
gical method, certain principles are followed. The 
intralabyrinthine pressure is relieved through the 
fenestration operation. The vestibular function js 
destroyed without causing injury to the membran- 
ous labyrinth; thus the risk of degenerative alter- 
ations in the vestibular and cochlear system is 
avoided. This is achieved through tamponade of 
the vestibule and the ampullar portion of the hori- 
zontal semicircular canal. The blockage of the mem- 
branous vestibular labyrinth is done through a bony 
— without direct injury to the membranous 
ining. 

Careful protection of such auditory function as 
exists should be a required feature of the operation. 
Attempts to influence the tinnitus can be done 
through tympanosympathectomy, cutting the chor- 
da tympani nerves, cutting the tensor tympani mus- 
cle tendon, and cutting the stapedius muscle tendon. 
The ossicular chain is preserved if at all possible, 
despite the extensive middle ear surgery. 

The cases in which operation was performed com- 
prised an experimental series of the most serious 
cases which could be procured. All patients had 
been practically invalided by their disease, and medi- 
cal management was unsatisfactory. The results 
obtained were satisfying with respect to the vertigo 
and tinnitus. It was possible to retain the hearing 
in most cases, although it deteriorated somewhat as 
a result of the operation. 

Joun R. Linpsay, M.D. 
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Treatment of Antro-Oral Fistula with Particular 
Reference to Use of Streptokinase and Strepto- 
dornase. JosepH M. MILLER and PERRIN H. Lone. 
Arch. Otolar., Chic., 1952, 55: 453- 


The basis for the formation of a oral-antral fistula 
following surgery or in disease is infection in or about 
the defect. If the infection can be adequately con- 
trolled and the formation of healthy granulations 
can be promoted, the fistula will probably heal. 

The persistence of infection increases the technical 
difficulties of closure of the oral-antral fistula. If the 
antrum is filled with exudate, including fibrin and 
desoxyribose nucleoprotein, streptokinase and strep- 
todornase may offer help in cleaning up the infection. 
This combination of drugs along with adequate sur- 
gery and other medications offers greater assurance 
for healing of the fistula. Joun R. Lynsay, M.D. 
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The Indications for Radical Surgery in the Treat- 
ment of Head and Neck Cancer. Rosert S. 
Pottack. Ann. Otol. Rhinol., 1952, 61: 96. 


Extensive operations designed for the treatment 
of intraoral cancer have as their underlying tenet the 
removal in continuity of the primary tumor and the 
lymph nodes to which that tumor will metastasize. 
In the head and neck the mandible has represented a 
stumbling block to this ideal concept because of the 
natural reluctance on the part of the surgeon to per- 
form mutilating surgery. However, when a tumor is 
operable, rapid healing is anticipated, and a good 
functional result is obtainable with adequate rehabil- 
itation of the patient, the cosmetic factor loses 
significance. 

The importance of removing a portion of the man- 
dible can be realized after a review of the lymphatic 
anatomy of this region. In about 50 per cent of nor- 
mal individuals, the lymphatics of the tongue and 
floor of the mouth pass through the periosteum of 
the mandible on their way to the lymph nodes of 
the neck. 

Six cases of head and neck cancer are presented 
and discussed. Each of the patients were subjected 
to radical extirpation of the structures involved and 
their related lymph systems. Some received post- 
operative irradiation. Joun R. Linpsay, M.D. 


NECK 


The Use of Antithyroid Drugs in Hyperthyroidism. 
Tuomas Hopce McGavack. Med. Clin. N. America, 
1952, 36: 603. 

Antithyroid drugs are those which are capable of 
depressing thyroid function. Those commonly used 
include iodine and certain thiouracils and imidazoles. 
Iodine suppresses thyroid function by suppressing 
formation of thyrotropin, inactivating preformed 
thyrotropin, and inhibiting the binding of iodine 
organically in thyroxin formation. 

Imidazoles and thiouracils have the latter func- 
tion only, but do not inhibit the formation or ac- 
tivity of thyrotropin. The effect of iodine in hyper- 
thyroidism is variable, that of thiouracil is pre- 
dictable; hence, effective treatment consists of the 
judicious use of both agents. 

The indication for the use of antithyroid com- 
pounds, where their application is the treatment of 
choice, includes: all subjects preoperatively; chil- 
dren and adolescents with a first attack of Graves’ 
disease; aged patients, as it avoids the stress of oper- 
ation or the exaggeration of the hyperthyroid state 
as in the early phase of radioiodine treatment; 
thyrotoxic patients in cardiac failure, as operation 
is contraindicated and radioiodine is too slow; in 
pregnant women with hyperthyroidism, as the fetal 
thyroid picks up iodine somewhere between the 
twelfth and fourteenth week of pregnancy; patients 
With postoperative recurrences of hyperthyroidism; 
patients with borderline hyperthyroidism; hyper- 
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thyroidism occurring in the menopause; and hyper- 
thyroidism simulating organic heart disease. 

Patients in whom the use of antithyroid drugs is 
elective include all patients with Graves’ disease 
(cases, however, must be individualized and based 
upon the problem encountered in the individual 
patient), and patients with small toxic multinodular 
goiters (the incidence of malignancy in this type 
has been overrated). 

Patients with hyperthyroidism in whom the anti- 
thyroid compounds would be used only preopera- 
tively include those with hyperthyroidism compli- 
cated by thyroiditis, substernal or intrathoracic 
goiters, uninodular or large multinodular goiters. 

The therapeutic course is gauged by the patient’s 
subjective symptoms, objective manifestations like 
gain in weight, diminution of sweating, lowering 
of the pulse pressure, and by laboratory data, like 
the basal metabolic rate. The basal metabolic rate 
is decreased within the first 3 weeks, except in the 
unusual patient in whom it may remain high despite 
the patient’s subjective improvement, serum pro- 
tein-bound iodine, serum cholesterol level, and radio- 
active iodine uptake. 

The course of therapy is from 6 to 18 months, 
the preoperative preparation, 3 to 12 weeks. The 
initial dose of the compound should be used until 
the thyrotoxic state is controlled, then the dose 
should be reduced a “unit” a month as long as 
there is no recurrence of toxicity. (A “‘unit” is that 
amount by which dosage is increased or decreased.) 
If a single unit has been given for a month without 
recurrence, the drug should be used every other 
day for a month, and then withdrawn. Iodine 
should be added in one minim daily dosage when 
the basal metabolic rate has reached 20 per cent or 
less, and should be continued for 3 months after 
the antithyroid drug has been discontinued. 

Preparation for operation should be carried out 
as outlined above until the basal metabolic rate has 
reached 20 per cent or less and toxicity is absent, 
then the antithyroid drug should be decreased to 
two-thirds or one-half of the dose, and 5 to 15 
minims of Lugol’s three times daily, should be given. 
The operation should be performed as soon as the 
patient is euthyroid and the gland feels firm to 
palpation (packed with iodine). 

The most rapid acting of the antithyroid drugs is 
tapazole, and, in decreasing order, mercaptoimi- 
dazole, methyl thiouracil, propyl thiouracil, itrumil, 
and thiouracil. The last named is too toxic for use; 
all the others have shown side effects. Tapazole 
is the most useful. Frep W. S. MopErN, M.D. 


Results in the Treatment of Hyperthyroidism with 
Radioiodine, I). Smpney C. WERNER. Med 
Clin. N. America, 1952, 36: 623. 


}'3! is now an accepted agent for the effective treat- 
ment of hyperthyroidism. Certain safeguards are 
required to protect the patient from overdosage. 

When experience was lacking, the initial dose was 
3 to 4 mc. It was increased with increasing ex- 
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perience to 3 to 7 mc., and more recently the range is 
from 2 mc. to 20 mc. 

With the initial dose of 3 to 4 mc., two-thirds of 
the patients are in remission after one dose, and 85 
of 100 patients are in remission following a second 
dose. Permanent hypothyroidism was not caused in 
40 patients so treated. 

When the dose was widened from 3 to 7 mc., the 
remission rate was 59 per cent with a single dose, 
81.3 per cent with two doses, and 89.6 per cent witha 
third dose. Permanent hypothyroidism was in- 
duced in 4 cases (6.9 per cent). 

Antithyroid drugs were used during the latent 
period before the effect of radioiodine became mani- 
fest. The impression is gained that the early use of 
antithyroid drugs prolongs treatment somewhat. 

Toxic nodular goiters have generally not been 
treated with I'*! because of their tendency to sub- 
sternal extension and a tendency to malignant de- 
generation. When radioiodine is used, higher doses 
are required than in toxic diffuse goiter. 

The drug is as effective in hyperthyroidism recur- 
rent after surgery as it is in the primary condition. 

The half-life of I'*! is 8 days; its effect on the gland 
depends on size of the gland, the administered dose, 
and the amount of I'*! taken up by the gland. The 
effective half-life of I'! is its physical half-life less 
the amount lost by the secretion of I'*! containing 
thyroxin. The radiation effect can be calculated in 
roentgens, or roentgens equivalent physical. 

Complications of the treatment are few. The main 
one is hypothyroidism, which may become per- 
manent. The toxicity of the goiter may increase 
shortly after the administration of the drug. Thy- 
roid storm has not been reported. 

Advancing eye signs following I have been 
reported. Radiation sickness has been observed. 

Biopsies following I'*! reveal cell destruction. No 
malignant change has been observed so far. 

The possibility of the development of malignant 
change following radioiodine has been discussed. It 
is held that people under 40 to 45 years of age, with 
primary hyperthyroidism should be treated in some 
other way. Recurrent toxic goiter is an indication 
for I! at any age. Patients with primary hyper- 
thyroidism and small glands should be treated 
roentgenologically, if below 45 years of age, and 
with radioiodine if older. 

Radioiodine is contraindicated in pregnancy after 
the second month. 

Although the juvenile toxic gland is very sensitive 
to radioiodine, the controversy regarding the poten- 
tial malignant changes discouraged its use. 

Frep W. S. Mopern, M.D. 


Great Practical Value of Auscultation of the Thy- 
roid Gland for Diagnosis of Graves’ Disease 
(Importance pratique de l’auscultation du corps thy- 
roide dans le diagnostic de la maladie de Basedow). 
CAMILLE LiAN. Presse méd., 1952, 60: 489. 


Auscultation of the thyroid gland is of great value 
for the diagnosis of exophthalmic goiter. 
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So-called continuous upper thyroid murmur is 
characteristic for toxic goiter. The murmur is rough 
and even musical during systole, and soft during 
diastole. If it is intensive, a thrill may be felt on 
palpation of the gland. The intensity of the murmur 
may fluctuate from one day to another and, due to 
emotional stress, is usually great at the time of the 
first examination or shortly before the operation. 

The maximal intensity of the murmur is found 
not over the gland itself but in the region of the 
upper thyroid blood vessel bundle. The murmur 
may be unilateral or bilateral, and in the latter case 
it is usually not equally strong on both sides. 

If the murmur is very intensive, it may be heard 
over the upper portion of the chest and at the base 
of the heart. 

Continuous jugular murmur has no diagnostic 
value and can be distinguished from the superior 
thyroid murmur by its location close to the upper 
border of the clavicle. 

Continuous murmur produced by an arteriovenous 
aneurysm between the carotid artery and the jugular 
vein may be a source of error if no attention is paid 
to the history and to the scar resulting from the 
trauma. 

The diagnosis of Graves’ disease can be made if the 
greatest intensity of a continuous murmur is found 
over the superior thyroid pedicle. The murmur is 
absent in patients with toxic adenomas. Unfortun- 
ately, the murmur can be heard only in 20 per cent 
of the patients with exophthalmic goiter. 

As to the genesis of the murmur, either a com- 
pression of a large vein by the goiter, or active vaso- 
dilatation, which, it may be said, transforms the 
goiter into a large arteriovenous aneurysm, is the 
responsible factor. 

Systolic murmur heard over the thyroid gland is of 
no great diagnostic importance, but nevertheless it 
is suggestive of exophthalmic goiter. 

Josern K. Narat, M.D. 


Physiologic Concepts of Thyroid Tumors as Re- 
vealed with Newer Tools of Study. Ruton W. 
Rawson and J. E. Ratt. Med. Clin. N. America, 
1952, 36: 639. 

Benign tumors of the thyroid may be classified 
by relating their structure to stages in the ontogenic 
development of the thyroid. Thyroids in chick 
embryos 8 and g days old show a packed cellular 
arrangement in a trabecular fashion. Ten to 12 
days old, the solid arrangement becomes tubular. 
Thirteen to 15 days old, follicles first become ap- 
parent with the appearance of colloid. The thy- 
roid contains first iodine and thyroxin at the 14 
day old stage. 

Trabecular adenomas have a structure similar to 
the 8 to 9 day old thyroid. Tubular adenomas re- 
semble the 1o to 12 day old thyroids. Microfollicu- 
lar adenomas correspond to the 14 day old stage. 
Microfollicular and macrofollicular adenoma ap- 
pears in the fetal thyroid next, and, when seen in 
an encapsulated adenoma is called microfollicular 
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and macrofollicular adenoma. Colloid adenoma ap- 
pears in a previously hyperplastic gland and prob- 
ably represents a state of exhaustion. 

Hyperplastic adenoma does not relate to any de- 
velopmental stage but occurs in the adult thyroid 
in response to a localized growth stimulus. 

Wolfler suggested that these thyroid tumors have 
their origin in fetal rests. The examination of 500 
human thyroids from birth to the eightieth year 
showed virtually no thyroid tumors before puberty, 
and after puberty an increasing number. After the 
age of 30, the incidence of the tumors roughly 
paralleled age. 

Money produced experimentally benign thyroid 
tumors by thiouracil feeding from 10 days to 26 
months. In some glands, following prolonged treat- 
ment, areas of involution appeared simultaneously 
with hyperplastic changes. The former were prob- 
ably due to localized exhaustion of the gland with 
inability to respond any longer to thyrotropic hor- 
mone. Similar tumors have been observed in human 
beings, like thyroid deficient cretins and patients 
with Graves’ disease treated with thiouracil. 

Functional studies with radioiodine show that 
trabecular adenomas never, and tubular adenomas 
practically never, are capable of concentrating 
iodine. The microfollicular adenomas are capable 
of concentrating iodine. The microfollicular and 
macrofollicular adenomas pick up varying amounts 
of iodine. 

The hyperplastic adenomas fall into two groups: 
one, with irregular hyperplasia and varying cell 
height, does not concentrate iodine; the other shows 
uniform hyperplasia, concentrates iodine, and is 
usually surrounded by uninvolved thyroid which 
does not concentrate iodine. 

Malignant tumors of the thyroid are classified at 

Memorial Center as: (1) papillary adenocarcinoma, 
the most common of the thyroid cancers; (2) 
alveolar adenocarcinoma, the next most common, 
often called (by pathologists) follicular adenocar- 
cinomas; (3) Hiirthle cell adenocarcinoma charac- 
terized by cells with an abundant bright pink stain- 
ing cytoplasm, long clinical course, late metastases; 
(4) giant and spindle cell carcinomas, the most 
malignant. Necrosis within these tumors is not 
uncommon. 
_ Money was able to produce cancers by administer- 
ing bimonthly subcutaneous injections of diben- 
zanthracene to rats maintained on thiouracil. Ap- 
parently the cancer results from prolonged growth 
stimulation of tissue in which the growth inhibitors 
are destroyed or lacking. 

The most extensive radioiodine uptake studies 
of thyroid cancers were done by Fitzgerald and 
Foote. They found that iodine concentration occurs 
primarily in cancers with follicular colloid. Only 31 
per cent of papillary adenocarcinomas, comprising 
half of the tumors, picked up iodine, and none of 
the giant and spindle cell cancers did. 

Total thyroidectomy and thiouracil with simul- 
taneous giving of thyrotropic hormone were the 
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two means used to induce cancers to concentrate 
iodine. 

The normai thvroid was removed surgically or 
by radioiodine in 37 patients having nonfunction- 
ing or relatively nonfunctioning thyroid cancer. In 
21 of these the metastases have developed a rela- 
tively good iodine uptake. In 6 out of 16 cases of 
thyroid cancer, thyrotropic hormone significantly 
increased the uptake of iodine so that these tumors 
are apparently not wholly autonomous from growth- 
promoting influences. 

Thirty patients whose normal thyroids had been 
previously destroyed or removed were given thioura- 
cil. Twenty-one patients showed a marked increase 
in iodine-concentrating capacity of the tumors. 
Three patterns of responses appeared: first, com- 
plete lack of response; second, increasing avidity 
for radioiodine; third, abrupt development of high 
iodine concentrating ability. Doses of [ (from 
100 to 250 millicuries) were given to 22 patients. In 
4 patients there was marked shrinking of pulmonary 
metastases. In 6 additional patients palpable tumor 
tissue showed marked shrinking. 

Frep W. S. Mopern, M.D. 


Radioiodine in the Treatment of Metastatic Thy- 
roid Carcinoma. S. M. Serpiin. Med. Clin. N. 
America, 1952, 36: 663. 

In the present state of our knowledge, primary 
carcinoma of the thyroid, with or without extensions 
to contiguous structures and regional lymph nodes, 
is best treated by surgical methods and external radi- 
ation. Until we learn how to prevent the develop- 
ment of the primary thyroid tumors, or accept the 
more radical surgical view of universal removal of 
all discrete adenomas of the thyroid and possibly all 
nodular goiters, many cases of metastatic thyroid 
carcinoma will continue to appear. 

Radioactive iodine has proved to be an important 
therapeutic agent in certain types of these metastatic 
thyroid tumors. The author has learned that the 
histopathology of these tumors is the most impor- 
tant single index as to whether they are suitable for 
radioiodine therapy. 

The most amenable cases are those belonging to 
Group I (Shield Warren’s classification), showing a 
well differentiated, follicular, colloid-forming struc- 
ture. They all show adequate radioiodine uptake 
after thyroidectomy. Patients in Group II are less 
amenable. Only a small proportion of the tumors in 
this group can be induced to function by thyroidec- 
tomy: papillary tumors, about one out of three; 
Hiirthle tumors less frequently; and giant cell tumors 
very rarely. The patients in Group III are not at all 
suitable for I! therapy. Although it is possible to 
induce some radioiodine uptake in occasional lesions, 
the magnitude of their uptake is too small to be of 
therapeutic value. These cases should be treated 
with external radiation. 

Only if, on biopsy, these tumors prove to belong 
to Group I or II is a complete thyroidectomy recom- 
mended in order to induce or to enhance radioiodine 
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uptake. Surgical thyroidectomy is preferable for 
many reasons, but sometimes destruction of the thy- 
roid gland by radioiodine is more expedient. In 
the weeks that follow thyroidectomy one tests the 
metastases for '*! uptake. 

One should try to estimate the tumor size with 
reasonably high accuracy, administer a test dose of 
1 to 2 me. [*!, and then determine the radioiodine 
uptake. In order for radioiodine to have a canceri- 
cidal effect, it is believed a concentration greater 
than 0.03 per cent of the administered dose per gram 
of tumor tissue should be demonstrated. This would 
correspond to a ratio of the radioiodine concentra- 
tion in the tumor to the radioiodine concentration in 
the blood of at least 30. Marinelli estimates this 
ratio to be at least 50. 

The author conducted extensive studies on the 
urinary excretion of radioactive iodine in carcinoma 
patients and has found no consistent patterns which 
might be considered characteristic or diagnostic of 
thyroid carcinoma. The curves range from hypo- 
thyroid to hyperthyroid levels. It is true that in a 
thyroidectomized patient, everything else being 
equal, the lower the urinary excretion the better the 
prospects of adequate uptake of radioiodine by the 
metastases. But the total mass of the metastases, 
as well as their function, must be considered in in- 
terpreting urinary excretion of I", 
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If, after thyroidectomy, significant radioiodine up- 
take is developed in the metastases, intense I!*! ther- 
apy must be instituted promptly, for the increased 
production of thyroid stimulating hormone after 
thyroidectomy tends to accelerate the growth of the 
metastases as well as to stimulate their function. 
This phenomenon is sometimes clinically demon- 
strated by visible and palpable changes in the size 
of the metastases. It is, therefore, important to 
promptly exploit this increase in the functional ac- 
tivity of the tumors and to administer large doses 
of radioactive iodine when the uptake is at its max- 
imum. The uptake usually drops with successive 
therapeutic doses of I'*!, 

The author recently included in his routine proce- 
dure the use of cysteine immediately before and after 
the ingestion of the therapeutic drinks so as to offer 
possible protection to the patient’s bone marrow 
from excessive radiation when the blood radioiodine 
concentration is high. However, he has no definite 
data as to the effectiveness of this measure. 

There are indications that the present technology 
of radioiodine therapy might be further improved 
by preventing or inhibiting the excretion of radio- 
iodine from the tumors. The simultaneous use of 
I! and other elements of Group VII in the peri- 
odic system remain to be tested. 

Eart O. Latimer, M.D. 

















BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


The Symptoms and Treatment of Pituitary Tum- 
ors. Oscar Hirscu. Arch. Otolar., Chic., 1952, 55: 
268. 


This is a lengthy documented article dealing with 
many phases of the history, anatomy, and treatment 
of pituitary tumors, with special emphasis on the 
transsphenoidal operative approach. The author’s 
classification of the 383 sellar and craniosellar tumors 
presented here was based primarily on the ease of 
surgical attack. 

1. Intrasellar tumors, 15 per cent of the group, 
were almost all eosinophile, growing exclusively to- 
ward the sphenoidal cavity and therefore accessible 
by transsphenoidal operation. 

2. Craniosellar neoplasms, the most frequent type, 
comprised 60 per cent, and usually were chromo- 
phobes extending both intracranially and toward the 
sphenoid sinus. 

3. Cystic and semicystic tumors constituted 35 
per cent of the series and represented cystic de- 
generation of chromophobe types or craniopharyn- 
giomas. The latter group was especially amenable 
to transsphenoidal operation. The diagnosis of 
pituitary tumors was based upon endocrinological, 
ophthalmological, and x-ray findings. The latter 
frequently revealed parasellar calcification as well 
as abnormality in the sella itself. Differentiation 
had to be made from parasellar meningiomas, cran- 
iopharyngiomas, hydrocephalus, aneurysms, osteo- 
mas, chondromas, and, occasionally, sclerotic carotid 
arteries. 

Medical therapy consisted primarily in correcting 
the secondary endocrine imbalances. Irradiation was 
offered as a possibility which presented little risk or 
undesirable effects except epilation. Two types of op- 
eration were discussed. The transfrontal type was 
regarded as difficult in patients with a prefixed 
chiasm or in aged patients with shrunken convolu- 
tions or strongly adherent dura. The mortality by 
this approach was 11.2 per cent, but if craniopharyn- 
gliomas were included this rate was increased to 35 
per cent. The chance of lasting improvement in the 
transfrontal group was about 49 per cent, if cranio- 
pharyngiomas were excluded. 

The endonasal-septal operation was described in 
detail with emphasis on the fact that the exposure by 
this method was usually quite adequate. Radium 
could be readily applied to any residual tumor, but 
this was not done before the sixth postoperative 
week. The complications of this approach were pri- 
marily meningitis with a mortality of 5 per cent, but 
infection now may be effectively controlled with 
antibiotics. Only 2 of the patients in the series de- 
veloped a cerebrospinal fluid leak. This was treated 
by freshening up the region about the leak with 25 
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per cent silver nitrate and turning a long flap from 
one side of the septum, raw surface downward, into 
the cavity and padding it with a petrolatum tampon. 
Leakage stopped in 1 week, but both patients de- 
veloped meningitis which was cured with antibiotics. 
The transsphenoidal operative mortality was 5 per 
cent with the chance of lasting improvement in 73.6 
per cent. A very complete analysis of the statistics 
was presented, but could not be adequately sum- 
marized here. 

The question as to whether operation or irradia- 
tion should be used primarily can be answered with 
respect to the transsphenoidal method in the follow- 
ing manner: the operation should precede roentgen 
radiation or radium therapy. Such sequence of treat- 
ment would fulfill the logical plan of decompression 
of the optic pathways first, and then prevention of 
the regrowth of the tumor, by irradiation if necessary. 

RicHARD C. SCHNEIDER, M.D. 


Management of Traumatic Lesions of the Facial 
Nerve. FRANK D. Laturop. Arch. Otolar., Chic., 
1952, 55: 410. 

Based on his experience with more than 200 trau- 
matic lesions of the facial nerve, the author outlines 
the basic principles underlying the management of 
these lesions. The important facts to ascertain from 
the patient’s history are the time and rate of onset 
of the paralysis following the injury. The duration 
of the paralysis is, of course, also important, as 
paralysis which has existed for several years has a 
poor prognosis for recovery no matter what type of 
nerve surgery is carried out. Faradic stimulation 
studies may be helpful in establishing the presence 
or absence of nerve continuity, while galvanic 
studies of the denervated facial muscles will establish 
whether there is sufficient muscle present to warrant 
neurolysis or anastomosis. Evidence of spontaneous 
recovery should be diligently searched for. 

Surgical treatment divides itself into three groups: 
i.e., decompression of the nerve in the bony canal, 
end-to-end suture of the severed nerve, and nerve 
grafting where the proximal and distal stumps are 
available. When the distal stump alone is obtain- 
able, this may be sutured to the proximal cut end of 
the hypoglossal or spinal accessory nerve. Once 
voluntary motion has begun to return the patient 
must practice using his newly innervated muscles 
before a mirror. 

When no nerve surgery is applicable, satisfactory 
symmetry of the face may be obtained by the use of 
mechanical supports for the sagging face, such as 
wire or fascia slings buried in the subcutaneous tis- 
sues. 

Success in these operations also depends on the 
patient’s suppressing motion on the normal side 
while watching himself in a mirror. 

JosepH RAnsouorrF, M.D. 
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A New Hazard in Cervical Laminectomy. Frep- 
ERICK A. FENDER. J. Am. M. Ass., 1952, 149: 227. 
The author postulates that extension or other 
manipulation of the neck incident to the introduc- 
tion of an intratracheal tube may cause massive 
herniation of an already damaged cervical disc with 
resultant cord damage. This is based upon 3 cases 
which were cited. 

Each patient had previously suffered cervical 
trauma. In 2 cases, surgery upon the cervical verte- 
brae had been carried out, but there was no known 
damage to the cord at the time of surgery. In the 
third case a vertebral arteriography by the open 
method was to be done. A hemorrhage from the 
subclavian artery, however, necessitated a wider 
exposure to obtain hemostasis and the arteriography 
was not performed. Upon awakening, the patient 
had a quadriplegia, and a manometric study at the 
time of lumbar puncture showed impaired dynamics 
which had been normal before surgery. 

It is suggested that intubation anesthesia should 
be done with utmost care and the realization that 
extensive manipulation may result in further herni- 
ation of a cervical disc. Jack I. Wootr, M.D. 


SPINAL CORD AND ITS COVERINGS 


The Intramedullary Tumor; Its Diagnosis and Sur- 
gical Treatment (El tumor intramedular; su diag- 
nostico y tratamiento quirdrgico). TEopoRo FRrRa- 
CASSI and JUAN B. ALBERTENGO. An. cirug., Rosa- 
rio, 1952, 16: 136. 

Two instances of surgically treated intramedullary 
tumor are reported, the second showing the impor- 
tance of surgical intervention and the first the im- 
portance of abstention from intervention. 

The first case was that of a young man 36 years 
of age who had been suffering for to months from an 
intense, progressive form of lumbalgia. There was 
lumbar pain, extinction of physiological lordosis 
(flat back), absence of abdominal reflexes, sluggish 
cremasteric reflexes, and practically absent plantar 
cutaneous reflexes. There was a mildly positive 
Kernig, and a strongly positive Laségue sign. Three 
weeks before admission there had developed a para- 
paresis, and 2 days of a mild febrile state, apparently 
corresponding to a hemorrhage into the tumor and 
into the subdural space. The patient was, on the 
whole, in a satisfactory physical condition. 

Myelography disclosed a blob of shadow between 
the fourth and fifth lumbar vertebrae which re- 
mained constant with all modifications of decubitus. 
The upper border of the growth could not be 
determined. 

Laminectomy was performed over the second, 
third, and fourth lumbar vertebrae and this expo- 
sure was later extended to the laminae of the first 
lumbar and twelfth and eleventh dorsal vertebrae. 
A small opening was made in the midline of the 
lower portion of the cord and bits of tumor were re- 
moved for biopsy purposes. The upper limit of the 
tumor could not be determined with certainty, as 
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the neoplasm seemed to invade the tissues of the 
cord itself. : 

Since the findings seemed to indicate the presence 
of an inextirpatable tumor, a plastic operation on 
the dura mater was done with the object of re-estab- 
lishing the circulation of the cerebrospinal fluid, and 
of providing space for a possible subsequent expan- 
sive growth of the neoplasm; a Cargile membrane 
was carefully sutured to the borders of the dura 
mater and the tissues were closed over this mem- 
brane without drainage. 

The histologic diagnosis was astrocytoma. A 
month later the patient was able to walk about, and 
a week after this the first course of roentgen therapy 
was initiated. Six months after termination of this 
first course, a second course was given. The dosages 
were rather heavy and produced a dermatitis sicca 
of moderate severity. Two years later (the family 
writes) the patient is practically free of symptoms 
and is again at work. 

The second patient was a 36 year old male who 
began to suffer paresthetic symptoms 11 months 
previously. Three months later he began to suffer 
from paretic symptoms of a progressive character in 
both the upper and lower extremities, more pro- 
nounced in the lower. The symptoms suggested in- 
tramedullary tumor in the cervical region of the cord 
and this impression was substantiated by myelog- 
raphy. 

At operation a laminectomy of the third, fourth, 
and fifth cervical vertebrae, and of the upper third 
of the lamina of the sixth, was done. The laminae of 
the third and fourth cervical vertebrae were evi- 
dently thinned in some places, particularly on the 
left side, presenting a thickness of only a few milli- 
meters. The medulla itself was markedly enlarged 
at the level of the third and fourth cervical vertebrae 
but did not show marked changes of consistency. 

The cord was opened along the midline posterior 
sulcus by a longitudinal incision of 4 cm. Beginning 
at the lower end of the tumor, bits of tumor tissue 
were removed until a line of cleavage was discovered 
along the left side of the mass. Using this line of 
cleavage, the entire tumor could be bluntly enu- 
cleated from the spinal canal and removed, together 
with extra bits of tumor tissue which seemed to have 
begun to invade the cord tissue. 

The patient recovered without incident and re- 
turned to his home where he later received some ir- 
radiation therapy of unspecified nature; however, 
his power of walking had practically returned to 
normal, the movements of opposition and circum- 
duction of both thumbs, which previously was im- 
possible, had returned, and certain of the muscular 
deficiencies had greatly improved. Whatever recov- 
ery the patient experienced is the more remarkable 
in that at the time of operation the cord had been so 
dilated by the expansive growth of the tumor as to 
be only a few millimeters thick at its thickest area. 

The histologic diagnosis was gigantocellular astro- 
blastoma, or Grade 4 astroblastoma of the North 
American authors. Joun W. Brennan, M.D. 
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MISCELLANEOUS 

Medical and Surgical Treatment of Permanent 
Arterial Hypertension (Le traitement actuel mé- 
dical et chirurgical de l’hypertension artérielle per- 
manente [régime déchloruré—tétra-éthyl-ammon- 
ium—hexaméthonium sympathectomies étendues— 
fistule artério-veineuse]). C.LIaAn. Sem. hép. Paris, 
1952, 28: 1153-1158. 

The author divided the methods of treatment of 
permanent arterial hypertension under the headings 
of dietary, pharmacological, and surgical. The au- 
thor considers severe generalized restriction in a 
dietary realm as dangerous because of the weakness 
and azotemia which may occur. The salt restriction 
regimen is believed to have a limited use in prevent- 
ing cardiac insufficiency, producing a decrease in 
blood volume, and preventing edema. The author 
does not consider the Kempner regimen useful, for 
it is too difficult to keep the patients rigidly ad- 
herent to the regimen, it is not lasting, and may be 
followed by a hypochloremia. The pharmacologic 
treatment includes the use of tetra-ethyl-ammonium 
bromide. The author considers the intravenous use 
of this material brutal and describes the intra- 
muscular administration of this medication in doses 
of 5 c.c. of a 10 per cent solution twice a day over a 
period of 10 days, followed then for 2 weeks by a 
maintenance regimen of three injections per week 
and a final week of two injections per week. 

The author believes that the medication is par- 
ticularly useful in the control of headaches. He 
likewise considers it useful in treating functional 
disturbances but states that it does not produce a 
drop in the measured pressure readings. He com- 
bines the use of this medication with the salt re- 
stricting regimen. The use of hexamethonium is 
found to be associated with a more lasting reduc- 
tion of blood pressure than is the previous medica- 
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tion and the author recommends oral administra- 
tion to prevent a precipitous fall of blood pressure. 

This drug also is used to alleviate functional dis- 
turbances including angina, headache, and certain 
vasospastic states. Doses of 1 gm. or more are con- 
sidered dangerous, and the author describes his 
regimen for the control of functional disorders and 
the unfavorable side reactions. 

Surgical treatment. The standard forms of ex- 
cision of the sympathetic chain have not been 
sufficiently satisfactory. The author therefore pre- 
sents a surgical procedure for the formation of an 
arteriovenous femoral fistula, based on the fact 
that a systemic blood pressure fall may occur with 
fistula formation. He describes the preliminary ex- 
perience with the surgical formation of this fistula 
and recommends the formation of a fistula between 
the superficial femoral artery and a satellite vein. 
He likewise recommends the ligation of the superior 
femoral vein above the fistula formation. In those 
cases in which the vein ligation is not performed, 
cardiac insufficiency has developed, and with the 
subsequent performance of vein ligation proximal 
to the fistula some improvement has been noted in 
signs of cardiac insufficiency. He therefore recom- 
mends the simultaneous performance of both the 
fistula formation and vein ligation. The procedure 
is considered to be benign and is preferred to the 
more extensive fistula between the aorta and pul- 
monary artery, which has been performed by Santy. 
The two indications for this operation have been 
the failure of medical treatment and the presence 
of functional disturbances with a minimum diastolic 
pressure of 130 mm. of mercury. The contraindi- 
cations for the formation of the fistula are the 
presence of marked cardiac insufficiency, cardiac 
edema, renal insufficiency, and profound failure of 
general health. W. EvuGENE STERN, M.D. 
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CHEST WALL AND BREAST 


Rare Benign Tumors of the Breast (Tumores Benig- 
nos Raros Do Seio). Amandio Tavares. Acta gyn. 
obst. hisp. lus., 1951, 1: 367. 

This report is based on the records of 2,869 breast 
lesions encountered in the Pathologic Laboratory of 
the Medical School at Porto, Portugal. It covers a 
period of 25 years. Of this number, 1,711 lesions 
were benign and, of these, 831 were neoplasms (ex- 
cluding those of the overlying skin). 

The statistical distribution was as follows: 751 
fibroadenomas; 54 galactoceles and other such cystic 
lesions; 9 papillary adenomas; 9 paramammary lipo- 
mas; 1 intramammary lipoma; 2 adenolipomas aris- 
ing in the axillary extension; 1 adenofibrolipoma; 2 
fibromas; 1 cavernous hemangioma; and 1 osteoma. 

It is concluded that pure benign tumors of mesen- 
chymal origin arising from the gland itself are indeed 
rare, comprising 0.59 per cent of the benign tumors, 
or 0.18 per cent of all lesions of the organ. In all 
except one case (that of an angioma) the tumors 
were found in women. 

The various types of tumors are described in some 
detail and the paper is moderately well illustrated. 
Some 30 references to the literature are appended. 

Hiram T. LAncston, M.D. 


Osteogenic Sarcoma of the Breast. P. Y.Sun. Chin. 
M.J., 1952, 70: 46. 

Sarcoma of the breast is rarely encountered and 
constitutes between 2 and 3 per cent of all malignant 
tumors of the breast. The rare forms of sarcoma of 
the breast are ordinarily nonindigenous to the breast. 
A rare type is a tumor which contains bone, carti- 
lage, or osteoid tissue. Statistics of the literature 
yield an incidence of 5 per cent for these types of 
tumor among breast sarcomas. The author reports 
from the College of Medical Science, West China 
University, Chengtu, that from December, 1940 to 
August, 1949 205 breast tumors of various types 
were observed, of which 115 were malignant. Sar- 
coma was found on 3 occasions. Only 1 of these 
contained bone and osteoid tissue. The size of these 
tumors in the breast may vary, the largest recorded 
one being 30 by 28 by 18 cm. Metastasis to the 
regional lymph nodes is uncommon, but metastasis 
to the lungs is clinically evident in many cases. The 
contour of the tumor may be smooth, lobulated, or 
cystic. The tumor may become ulcerated and fixed 
to the overlying skin. The overlying skin is usually 
thin and assumes a violaceous color. The tumor is 
usually well demarcated from the surrounding 
breast tissue but is not encapsulated. When there is 
bone formation in large masses, the cut surface may 
present an ivory appearance. The bony islands 
may be interposed with grayish to brownish, gray- 
red, soft, osteoid tissue. There may be single or 


multiple cysts of various sizes. These are usually 
filled with dark red hemorrhagic and necrotic tissue, 
Fibrous tissue may be abundant and may show band 
formation. Alveolar bone and teeth have been 
found. The microscopic picture varies but the fol- 
lowing are the constituents usually encountered: 
(1) mononuclear spindle, round, or polyhedral cells, 
(2) multinucleated giant cells of the foreign body 
type, (3) islands of cartilage in the midst of fibro- 
blastic elements, (4) osteoid tissue in trabeculae, 
(5) calcium deposits in certain masses of osteoid 
tissue, (6) areas of massive hemorrhage and necrosis, 
and (7) acute inflammatory exudate in some cases. 

Three main theories of origin of these tumors have 
been suggested, but only two have much credence, 
the first theory being that the tumors are derived 
from embryonic rests, and the other that they are a 
result of metaplasia of fibroblasts. 

The case of a sarcoma of the breast containing 
bone and osteoid tissue is presented. Local recur- 
rence occurred 5 months after the removal of the 
tumor. The patient was a 73-year-old Chinese 
woman, and the tumor had been present for 40 
years. The primary surgical treatment consisted of 
a simple mastectomy. No enlarged lymph nodes 
were found. This was followed by deep x-ray ther- 
apy, which had also been given preoperatively. 
About 5 months after her discharge, a small nodular 
mass developed from the original site of the tumor. 
This was removed later under local anesthesia fol- 
lowed by skin grafting. A complete follow-up of 
this case was not done as the patient was not heard 
from again. LERoy J. KLEINsAsseER, M.D. 


TRACHEA, LUNGS, AND PLEURA 
The Repair of Experimental Tracheal Defects with 
Fresh and Preserved Homologous Tracheal 
Grafts. ORLAND G. Davies, J. MALcoLM EpmisTon, 
= H. J. McCorxte. J. Thorac. Surg., 1952, 23: 
307. 

In 1940 Taffel described the regenerative capacity 
of the trachea, and several reports have appeared 
subsequently in the literature concerning experi- 
mental resection of the trachea in dogs. A few re- 
ports of attempts to restore the continuity of the 
human trachea have been recorded. 

It is conceivable that situations that make bridg- 
ing of defects in the trachea desirable may arise in 
dealing with neoplasms, inflammatory stenosis, or 
trauma in the cervical or thoracic trachea. One 
difficulty complicating anastomosis of the larger 
respiratory passages is the frequent development of 
strictures postoperatively. At this writing no re- 
ports of the use of tracheal grafts to repair large 
tracheal defects could be found in the literature. 

Preserved homologous tracheal window grafts 
have been successfully implanted into the trachea 
of 2 animals. 
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Complete homologous tracheal grafts were im- 
planted into the cervical and thoracic trachea in 28 
dogs with no operative mortality. In 10 animals in 
which no means of internal support was used, the 
grafts became stenosed within 1 to 3 weeks after 
implantation. When cervical and thoracic homolo- 
gous tracheal grafts were supported by an acrylic 
tube and held in position with stainless steel wire of 
appropriate size, the tubes remained in place for the 
duration of the experiment and caused no apparent 
difficulty. Cartilage has remained in these grafts for 
at least 10.5 months, and the epithelial lining has 
been completely replaced by squamous epithelium 
during this period. 

A method has been described for removing one 
lung, the distal trachea, carina, and a portion of the 
left main-stem bronchus of experimental animals, 
and bridging this defect with a tracheal graft and 
supporting acrylic tube. 

Joun E. Kirkpatrick, M.D. 


The Use of a Viable Pedicled Graft for Repairing an 
Extensive Tracheobronchial Defect. R. Sm 
PENTON and OTTo C. BRANTIGAN. Ann. Surg., 1952, 
135: 709. 

The authors describe the use of a viable pedicled 
graft for the repair of an extensive tracheal defect. 
This graft was formed from a portion of the chest 
wall consisting of intercostal muscles, periosteum of 
the rib beds, parietal pleura, and intercostal vessels 
and nerves. An excellent blood and nerve supply 
was retained from the intercostal vessels and nerves 
which entered the pedicled graft posteriorly. 

The successful use of this graft in a 38-year-old 


man who had far-advanced carcinoma of the esopha- 
gus with extension to the trachea is reported. 
Bronchoscopy and bronchography 2 months follow- 
ing operation revealed an essentially normal tracheo- 
bronchial tree. 

The patient died 12 weeks after recovery from the 


metastases. BENJAMIN GOLDMAN, M.D. 

Carcinoma of the Intrathoracic Trachea: Excision 
and Repair with Tantalum Gauze-Fascia Lata 
Graft. WrtttaMm G. Canan. J. Thorac. Surg., 1952, 
23:51. 

In any surgical repair for carcinoma of the intra- 
thoracic trachea, two major problems are apparent: 
the maintenance of anesthesia and oxygenation 
during the repair, and the reconstruction of the seg- 
ment to be excised so that the trachea may resume 
physiologic function. 

None of the methods of anesthesia have thus far 
proved completely satisfactory. As for the repair 
and reconstruction, certain fundamental principles 
peculiar to the trachea have become apparent, and if 
any technique or material can be judged to be com- 
petent, it must fulfill most of the requirements of 
these principles. The means of repair employed 
should vary with the condition that requires it; no 
single method covers every type of situation. Thus, 
small defects, particularly of the membranous por- 
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tion of the trachea, can be bridged well by fascia 
lata or pleura sutured tautly over them. 

If no more than two or three cartilaginous rings 
have to be excised as, for example, in the treatment 
of a benign stricture, sleeve resection and end-to-end 
anastomosis after mobilization of the trachea are 
carried out. However, should longer lengths of 
trachea require excision, there is an ever-increasing 
danger of strain on the suture line which may sepa- 
rate and result in disaster. Thus, for large benign 
tumors or carcinomas which must have a wide mar- 
gin of normal tissue to insure total excision, these 
limited means would be inadequate, and under the 
pressure of securing a closure the surgeon might be 
tempted to leave a dangerously narrow cuff about 
the disease. 

It is of immediate importance that the material 
used for the repair be relatively easily managed, and 
it is of permanent concern that re-epithelization of 
the defect occur and an adequate airway be main- 
tained for the rest of the patient’s life. 

Various materials satisfy in part these immediate 
and permanent requirements. Stainless steel and 
plastic tubes are easily inserted, provide a good 
lumen while they are in place, and are tolerated 
surprisingly well for a fair length of time. However, 
when re-epithelization occurs it has been found to 
progress behind these tubes so that their intralumi- 
nal surfaces are physiologically inert. 

At present, work with autogenous and homoge- 
nous grafts has revealed these to be of questionable 
value in tumor cases. From the evidence derived 
from human experience, the use of a metallic frame- 
work lined by a fascia lata, dermal, or pleural graft 
seems most promising for over-all utility and results 
in repairing large defects. 

The case reported was a malignant tumor of the 
trachea which was known to be radiation-resistant 
and had produced symptoms of repeated pulmonic 
infections and progressive impingement on the 
airway. 

The patient was an 18-year-old white male whose 
right pleural cavity was entered through the bed of 
the fifth rib after a small segment of the posterior 
portion of the fourth rib had also been excised. The 
tumor was found to lie just above the carina, on the 
posterior and right lateral surfaces, extending supe- 
riorly for about 3 to 3.5 centimeters. It was fairly 
well defined, encapsulated, somewhat irregular and 
nodular, and indented the esophagus without being 
intimately adherent to it. No gross evidence of 
metastases was present. 

An estimation was made of the dimensions of the 
tumor and the expected defect to be created. The 
tensor fascia lata was incised vertically and a strip 
of fascia was removed; this was sutured to a piece of 
tantalum gauze slightly smaller than its over-all 
surface. The tumor was excised and the fascia lata 
with the tantalum gauze was sutured into the defect. 

The patient is without evidence of disease or 
change in the size of his tracheal lumen 16 months 
after operation. STEPHEN A. ZieEMAN, M.D. 
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Preparation for Bronchiography and Local An- 
esthesia of the Bronchial Tree (Vorbereitung zur 
Bronchographie und die lokale Anaesthesie des 
Bronchialbaumes). B. Lornr. Chirurg, 1952, 23: 49. 


In 230 bronchographies carried out in 1951, the 
author developed a technique of local anesthesia 
which is believed to be ideal for the achievement of 
optimal results. General anesthesia has been given 
once only—in the case of an 8 year old child with 
bronchiectasis. Usually, well placed local anesthet- 
ics and psychotherapy will suffice. Much emphasis 
is placed on the latter factor, and the author believes 
that failures are usually due to the patient’s fear or 
lack of confidence. In patients with inflammatory 
processes, a larger amount of anesthetic is necessary. 
It is desirable to treat secretion and inflammation 
before proceeding to bronchography. Elevated tem- 
peratures are strict contraindications. The patients 
are required to fast the day of bronchography in or- 
der to avoid aspiration of gastric material. Adults 
receive 1 c.c. of atropine subcutaneously, 30 minutes 
prior to bronchography. Only very rarely luminal is 
used as a sedative (in hyperthyroid patients). Much 
benefit was gained by using o.5-1 c.c. of impletol 
(novocain-caffein preparation) intravenously one- 
half hour before the procedure. The patients were 
calmer and a smaller amount of pantocain was neces- 
sary for the anesthesia. The author used a 1 per cent 
pantocain solution containing 20 drops of adrenalin 
per 100 c.c. of anesthetic solution. Routinely, not 
more than 3 c.c. were used to carry out a satisfactory 
bronchography. 

The anesthetic is given very slowly, and stepwise. 
First the base of the tongue is sprayed, then the 
posterior pharynx and epiglottis. After a few min- 
utes the vocal cords are anesthetized with a Robert 
syringe. Finally, 2 to 3 drops of pantocain are guided 
through the larynx on the trachea. One and one-half 
cubic centimeters usually suffice to anesthetize the 
trachea. The catheter is best inserted over a bent 
stylet rather than by forceps. After fluoroscopic con- 
trol the contrast medium is injected. The author 
observed 1 case of intoxication after the injection of 
an additional 0.5 c.c. of pantocain through the 
catheter. He warns against this superfluous injec- 
tion after the catheter is placed. Reactions are to be 
feared especially in cases of bronchial carcinoma in 
which trauma to the tissues is easily caused by the 
catheter, thus allowing pantocain to enter the circu- 
lation. In treating reactions, artificial oxygen respi- 
ration, the intravenous administration of barbitu- 
rates and adrenalin in saline solution, and cardiac 
massage are the methods of choice. 

Kurt BEenirscukE, M.D. 


Circulatory and Respiratory Effects of Continuous 
Versus Phasic Lung Inflation in Open-Chest 
Dogs. Howarp A. FRANK, ALVIN M. CanAN, and 
Henry Banks. J. Thorac. Surg., 1952, 23: 465. 


This study was undertaken to evaluate the degree 
of circulatory and respiratory disturbance which 
may be produced by continuous lung inflation as 
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conventionally employed during thoracic surgery 
and the extent to which such adverse effects may be 
diminished by a return of atmospheric pressure in 
the trachea during expiration. A device which ap- 
plies positive pressure during inspiration only was 
designed. Its purpose is to minimize the physiologic 
disturbance inherent in positive pressure respira- 
tion, rather than to improve surgical convenience by 
controlling or suspending spontaneous respiratory 
movement. The apparatus not only removes the 
impediment to expiration but allows the subject to 
initiate inspiration, so that the imposition of an 
arbitrary pattern of respiration is avoided. Healthy 
dogs were employed in the experiments. 

It was seen that in intact animals undergoing posi- 
tive pressure respiration, reduced ventilation is less 
critical than the interference with circulation con- 
sequent to elevation of the intrapulmonary and 
intrapleural pressure. In the open-chest animal, 
however, the rise in intrapleural pressure is limited, 
so that the decline in ventilation is the most obvious 
adverse effect of continuously maintained positive 
respiratory pressure. However, the cardiac output 
also falls and to a greater degree than might be ex- 
pected on the basis of the intrapleural pressure 
change alone. 

The human subject appears to withstand pro- 
longed open-chest surgery under a form of positive 
pressure respiration which is poorly tolerated by the 
dog. With a unilateral thoracotomy man ventilates 
somewhat better than the dog in which the flimsiness 
of the anterior mediastinum prevents any expansion 
of the contralateral lung. This advantage may or 
may not be reduced in the lateral position, in which 
expansion of the intact hemithorax is limited by the 
patient’s weight. In the prone position a congested 
or relatively inelastic human lung requires little or 
no positive respiratory pressure to maintain partial 
expansion. This may reduce the disturbance of cir- 
culatory dynamics but should not improve ventilation. 

Continuous inflation of the lungs of open-chest 
dogs, however, for a period of 2 hours or less is 
usually accompanied by a substantial decline in the 
cardiac output and the development of respiratory 
acidosis of severe degree. These adverse effects may 
be minimized or avoided by interrupting the positive 
respiratory pressure to permit passive exhalation 
against atmospheric pressure. The device described 
which applies positive respiratory pressure during 
inspiration only, and which is controlled by the 
animal’s own respiratory rhythm, appears capable 
of aborting these undesirable effects. 

STEPHEN A. ZrEMAN, M.D. 


Cystic Pulmonary Sequestration with an Abnormal 
Artery of Aortic Origin. Six Case Reports (La 
séquestration pulmonaire kystique avec artére anor- 
male d’origine aortique a propos de 6 cas). P. SANTY, 
M. Bérarp, P. GALy, and NcuyEN Huu. J. fr. med. 
chir. thorac., 1952, 6: tot. 


An abnormal artery originating from the aorta 
occurs as the result of a postnatal persistent con- 
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nection between the dorsal aorta and the pulmonary 
plexus. Asa rule, such posterior anastomosis gradu- 
ally disappears during intrauterine life. 

According to one school of thought, such an ab- 
normal artery and a supernumerary lobe supplied 
by it are two entities and are independent, one from 
the other. 

Another group holds that there is a direct relation- 
ship of cause and effect between both anomalies. 
Those who believe that the development of the ab- 
normal artery is secondary to the existence of a 
separated lobe offer 2 theories: (1) the accessory 
theory, which maintains that the supernumerary 
pulmonary anlage originates from the primitive 
anterior intestine or (2) the fractional theory, which 
maintains that embryonal adherences or deepening 
of pleural fissures lead to separation of a part of the 
bronchopulmonary anlage. Pryce has advanced the 
hypothesis that bronchopulmonary sequestration is 
secondary to the vascular anomaly and that the 
separation of the dorsobasal segment of the lower 
lobe takes place when the embryo is from 10 to 14 
mm. long. ; 

The abnormal artery, which may be supradia- 
phragmatic or subdiaphragmatic, originates in the 
posterior costodiaphragmatic sinus. As a rule, the 
distribution of branches of this artery is confined to 
the separated pulmonary mass. 

In all 6 cases reported by the authors, the broncho- 
pulmonary sequestration was intralobar and oc- 
cupied the posteroinferior portion of the lower lobe. 
In all 6 instances the sequestered mass assumed the 
aspect of a cystic formation which was solitary in 3 
cases and multiple in the other 3 cases. The mass 
was adherent to the pleura, had a firm consistency, 
and there was no communication with the bronchial 
tree. The abnormal artery was extraordinarily rich 
in elastic fibers. 

The authors collected 61 similar cases from the 
literature. 

The condition may remain latent for a long period 
of time. Usually, infection attracts attention to the 
cystic sequestration. The differential diagnosis, 
based on bronchoscoscopic, roentgenographic, tomo- 
graphic, and bronchiographic studies, should con- 
sider lung abscess, suppurative pleurisy, bronchiec- 
tasis, and recurrent pneumonia. 

Total extirpation of the congenital malformation 
is indicated. JosernH K. Narat, M.D. 


The Actual Status of the Extrafascial Apicolysis in 
the Surgical Treatment of Pulmonary Tuber- 
culosis (La place actuelle de l’apicolyse extra- 
fasciale dans le traitement chirurgical de la tubercu- 
lose pulmonaire). P1ERRE-BourGeEors, Marc Iseg- 
LIN, GEORGES THOMERET, and GEORGES ROLLIN. 
Sem. hép. Paris, 1952, 28: 1344. 

The authors describe the original technique of ex- 
trafascial apicolysis as outlined in 1935 by Semb, 
who noticed that in many cases the superomedial 
part of the lung failed to collapse after a classical 
thoracoplasty. The goal of the operation is to lib- 
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erate the pulmonary apex from its attachments 
which, during the course of a chronic pleuretic in- 
flammation, are transformed into extremely strong 
bands. The regeneration of ribs, furthermore, en- 
sures a permanent collapse since the costal perios- 
teum follows the retraction of the lung. The extra- 
fascial apicolysis may be associated with the various 
types of thoracoplasty. 

The series presented comprises 65 patients, 19 of 
whom were treated by the classical Semb procedure, 
while the remaining 44 patients underwent opera- 
tions of two or more stages. The preference was 
given to the ascending thoracoplasty with subse- 
quent extrafascial apicolysis in treating cases with 
large cavities of the superior lobe because the men- 
tioned procedure fixes the base of the cavity and 
avoids its escape. Streptomycin was administered 
preoperatively to 27 patients with advanced and 
progressing lesions, but the postoperative results 
were favorable in only 17 cases. The remaining 38 
patients were in relatively good health and had sta- 
tionary lesions. These patients did not receive any 
streptomycin and, interestingly enough, postopera- 
tive failures occurred in only 3 cases in this group. 
The recommended total dose of streptomycin is go 
gm., with at least 55 gm. given during the pre- 
operative period. 

The postoperative failures were represented by 1 
postoperative death due to thrombosis of the right 
auricle, 2 patients with residual cavities, 5 patients 
with recurrent evolution of their pulmonary tuber- 
culosis, and 2 patients with positive sputum in the 
absence of any visiblé cavity. The various reported 
operative and postoperative complications were: 
hemorrhage due to injury of a large vein, laceration 
of the lung, nervous disturbances of various kinds, 
pulmonary atelectasis, phlebitis, especially in the 
upper extremities, and, on 3 occasions, suppuration 
of the space of apicolysis. 

The authors come to the conclusion that the extra- 
fascial apicolysis represents always a useful, and 
sometimes an indispensable additional step, espe- 
cially if the pulmonary apex fails to collapse after 
thoracoplasty. The best results are obtained in the 
presence of medium size cavities. Large cavernous 
lesions predispose to a higher percentage of post- 
operative failures but, in spite of this fact, are ideally 
treated by the Semb procedure. 

R. SCHOBINGER VON SCHOWINGEN, M.D. 


The Indications and Contraindications for Decorti- 
cation Procedures in Pulmonary Tuberculosis. 
Report by Sub-Committee on Surgical Treat- 
ment of Diseases of the Chest. Dis. Chest, 1952, 
21: 584. 

A sub-committee on surgical treatment of diseases 
of the chest discusses the accepted and controversial 
indications and contraindications for pulmonary 
decortication for tuberculosis. The authors’ sum- 
mary crystallizes the current thinking as follows: 

1. The operation of decortication in pulmonary 
tuberculosis is a valuable procedure. 
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2. It is a dangerous operation in the presence of 
tuberculous empyema, particularly mixed infections, 
wherein the offending tuberculosis organisms are 
streptomycin-resistant. 

3. Pulmonary decortication can result in valuable 
restoration of pulmonary function. 

4. Areas of serious major tuberculous disease 
should not be decorticated, but should be treated by 
concommitant resection or subsequent thoraco- 
plasty. Selective decortication is the procedure of 
choice in cases of less extensive disease. 

5. Cavity-bearing areas should not be allowed to 
re-expand fully. 

6. The thickness and character of the peel does 
not necessarily influence the result to be expected 
from operation. 

7. The presence of pleural fluid is not considered 
important unless true empyema is present. In em- 
pyema, intact excision of the pleural capsule is 
recommended. 

8. Important technical factors in the operation 
are removal of both parietal and visceral peels, 
mobilization of the diaphragm, correction of infold- 
ing of the lung, and avoidance of damage to the 
phrenic nerve and other subpleural structures. 

g. Adequate drainage, a clear airway, chemo- 
therapy, and early rehabilitation chest exercises are 
the important postoperative factors influencing a 
successful result. 

to. A paralyzed diaphragm hinders the efficiency 
of the operation. 

11. The parietal peel should be excised in all 
patients. : 

12. The sputum tests should be negative for a 
minimum of 1 year prior to surgery in the average 
case of simple decortication, although a longer period 
is usually preferable. 

13. The status of disease in the contralateral lung 
may vary with the needs and indications for de- 
cortication. 

14. The type and extent of the underlying paren- 
chymal disease prior to collapse are more important 
factors than duration of collapse. Successful pro- 
cedures after 9 and 14 years of collapse are recorded. 

15. Experience with 66 operative cases indicates 
that the procedure proved to be extremely valuable 
in 56 instances. Rosert L. Craic, M.D. 


Pulmonary Functional Capacity After Lobectomy 
or Segmentary Resection in Pulmonary Tuber- 
culosis (La valeur fonctionnelle pulmonaire aprés 
lobectomie ou résection segmentaire dans la tuber- 
culose pulmonaire). J. J. Hrrpes. J. fr. méd. chir. 
thorac., 1952, 6: 1. 


During recent years several authors have pub- 
lished the results obtained from lobectomy in the 
treatment of pulmonary tuberculosis, and have re- 
ported the effect of the intervention on the func- 
tional capacity of the lung. 

In the present report, the author analyzes 200 
cases in which resection was carried out. There were 
4 postoperative deaths; 2 deaths occurred as a result 
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of pulmonary emboli, 1 death was due to anuria and 
1 to a tuberculous empyema. Only 2 of the patients 
developed bronchial fistulas and 3 presented reacti- 
vation of latent foci. 

The pulmonary functional capacity was deter- 
mined before and after intervention in 45 patients 
undergoing lobectomy, and in 12 patients under- 
going segmentary pulmonary resection. 

Diminution of total and vital capacity in these 
patients exceeded little more than 10 per cent. This 
shows that the remaining pulmonary parenchyma 
increased its volume. The important question is 
whether this compensation was due to distention or 
overdistention. By distention is meant an increase 
of pulmonary capacity with complete conservation 
of elasticity or normal retraction of the pulmonary 
parenchyma. By overdistention is meant the in- 
crease of pulmonary capacity exceeding the limit of 
pulmonary elasticity and diminished retractile power 
of the pulmonary parenchyma. 

The capacity of residual air and of functional 
residual air diminishes only a little in absolute ca- 
pacity. The two capacities expressed in percentage 
of total capacity obtain a rigorous constant before 
and after surgical intervention. 

In his personal experience, the author has not 
found any indication of overdistention of the re- 
maining pulmonary parenchyma after lobectomy. 
No sign of emphysematous degeneration has been 
detected as late as 4 to 5 months after resection. 
This leads him to believe that it is actually super- 
fluous to complete the procedure of lobectomy witha 
thoracoplasty or a phrenectomy. He considers such 
intervention unfavorable to the patient and con- 
demns such a mode of procedure. 

The results of pulmonary functional capacity fol- 
lowing segmentary lobar resection are practically the 
same as those following lobectomy. Logically, one 
would expect that the diminution of total capacity 
or of vital capacity would be less than following 
lobectomy, because in segmentary resection it is pos- 
sible to conserve more of the pulmonary parenchyma. 
Practically, from the standpoint of pulmonary func- 
tion, the gain with this procedure is unappreciable. 

After a segmentary lobar resection, a sizable pul- 
monary surface remains devoid of its normal pleural 
covering and is a prey to numerous complications. 
This is not the case after lobectomy. It is possible 
that a large deposit of fibrin can form with baneful 
complications. One must conclude that even when 
the remaining lobar segments are disarranged from 
their normal topography, all functional capacity is 
conserved. : 

From bronchometric tests performed before and 
after lobectomy, it appears that the minute ventila- 
tion of the pulmonary parenchyma of the operated 
side is unchanged. This signifies that the lobes re- 
maining on the side operated upon have taken over 
the ventilation of the resected lobe. 

Vascular circulation is diminished, as has been de- 
monstrated by a study of oxygen absorption. A por- 
tion of the vascular circulation is deviated to the 
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nonoperated lung. From this standpoint, lobectomy 
or segmentary lobar resection differ but little. 

In the author’s experience, results of pulmonary 
functional capacity after lobectomy and after seg- 
mentary pulmonary resection are better than after 
collapse therapy, and he is therefore very conserva- 
tive in his procedure of postoperative treatment. 
Most surgeons treat pulmonary resection with im- 
mediate postoperative drainage of the thoracic cav- 
ity. The author has not been convinced of the ad- 
vantage of this procedure. If postoperative intra- 
thoracic hemorrhage occurs, it can be taken care of 
very well by simple evacuation punctures. Satisfac- 
tory results have been obtained by the author with 
this method and he does not believe that continuous 
postoperative drainage would give any better re- 
sults. In cases of gross postoperative intrathoracic 
hemorrhage, which necessarily causes a large fibri- 
nous deposit that cannot be evacuated by puncture, 
the wound should be opened, the blood and exudate 
evacuated, and the source of the hemorrhage ar- 
rested. The wound should then again be closed. 

It is not the author’s practice to drain the bron- 
chial secretions or to perform a bronchoscopic aspira- 
tion upon the first signs of atelectasis. It is sur- 
prising that postoperative atelectasis is not encoun- 
tered more frequently than it actually is. Atelecta- 
sis results from numerous and complex reflexes, of 
which the lung is the seat. Trauma, caused by con- 
tinual sponging with gauze sponges during a long 
drawn out surgical procedure could give rise to such 
reflexes. After atelectasis occurs, secretions accu- 
mulate in the bronchi because they are not expec- 
torated. The secretions are not the cause but the 
consequence of atelectasis. If, in such a case, one 
performs a bronchoscopic aspiration, part of the 
secretions are drained off, but the reflex cause of the 
atelectasis has not been removed. 

In the author’s first series of too pulmonary resec- 
tions, there were 76 lobectomies and segmentary 
lobar resections. All of these patients were treated 
conservatively in the postoperative period without 
draining of the thoracic cavity and without endo- 
bronchial manipulations. Following operation, 60.5 
per cent of the patients obtained very good pul- 
monary re-expansion, 23.7 per cent obtained good 
re-expansion, 11.8 per cent obtained satisfactory re- 
expansion, 2.6 per cent obtained insufficient re- 
expansion, and 1.3 per cent obtained no re-expansion. 

Preoperative and postoperative determinations of 
the pulmonary functional capacity show that con- 
servative therapy in the postoperative phase of pul- 
monary resection gives very good results as to ulti- 
mate re-expansion of the remaining pulmonary 
lobes. BLACKWELL MarkuaM, M.D. 


One Hundred Cases of Pulmonary Extirpation for 
Tuberculosis (Cent cas d’exérése pulmonaire pour 
tuberculose). W. BronkHorst and J. J. Hirpes. 
J. fr. méd. chir. thorac., 1952, 6: 12. 


_ This is a statistical report of the results obtained 
In Ioo patients with tuberculosis treated by pul- 
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monary extirpation in the period from November, 
1949 to October, 1950. 

Of the 100 patients treated, 1 was in the first 
decade of life, 11 were in the second decade, 51 in 
the third decade, 22 in the fourth decade, 11 in the 
fifth decade, and 4 in the sixth decade. 

Pneumonectomy was performed in 23 patients, 
lobectomy in 58, a combined operation of lobectomy 
and segmentary resection in 6 and segmentary re- 
section in 13. The operative results of the patients 
treated are classified as curative and palliative. 

A curative operation was one by which the affected 
part of the lung was removed intact. 

A palliative operation was one by which only the 
principal focus of infection was removed at the time 
of the intervention. 

Of the 100 operations, 81 were considered as cura- 
tive, and the remaining 19 were considered as 
palliative. This signifies that the authors do not 
consider extirpation to be the only method which 
may be used in serious cases. 

The majority of the patients operated on pre- 
sented unilateral lesions, and one is justified in ex- 
pecting a complete cure following intervention in 
such cases. 

In 87 per cent of the curative operations and in 36 
per cent of the palliative operations very good re- 
sults were obtained. By very good results is meant 
an apparent clinical cure with expectoration nega- 
tive by culture, good pulmonary function, and a 
sufficient degree of bodily strength. 

In 8.7 per cent of the curative operations and in 
47-3 per cent of the palliative operations good re- 
sults were obtained. By good results is meant that 
the patient had satisfactory pulmonary function 
and a sufficient degree of bodily strength. Some of 
these patients continued to have positive sputum 
and insufficient expansion of the remaining paren- 
chyma. 

Unsatisfactory results were obtained in 1.2 per 
cent of the curative operations and in 10.6 per cent 
of the palliative operations. By unsatisfactory re- 
sults is meant that the patients’ sputum remained 
positive and that new tuberculous foci appeared. 

Poor results were obtained in 1.2 per cent of the 
curative operations and in 5.3 per cent of the pallia- 
tive operations. The patients presented a bacillary 
resistance to streptomycin and penicillin and de- 
veloped such complications as bronchial fistula and 
tuberculous empyema. 

Death followed 1.2 per cent of the curative opera- 
tions. 

Before operation the sputum of 12 per cent of the 
patients was negative for the bacilli of tuberculosis 
on direct examination and on repeated cultural 
examinations. The sputum of 30 per cent was nega- 
tive on direct examination and positive on cultural 
examination. In 58 per cent of the cases the sputum 
was positive on direct examination. 

After operation 81 of the 100 patients showed 
negative sputum both on direct examination and 
repeated cultural examinations. 
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In 14 per cent of the cases the sputum was nega- 
tive on direct examination and positive on cultural 
examination. 

In 3 per cent of the cases the sputum was positive 
on both examinations. In the remaining 2 cases the 
examination was doubtful. 

Following the operation, the percentage of nega- 
tive cultures from patients who underwent a pallia- 
tive operation was considerably less than that from 
patients who underwent a curative operation. 

Treatment by extirpation gives the certainty of 
the elimination of the cavitation in 100 per cent of 
the cases, but elimination of the cavitation is ac- 
complished in only 60 to 80 per cent of the cases 
by extrapleural pneumothorax and thorocoplasty. 
In treatment by extirpation, all important foci of 
infection around the cavity are eliminated. This 
decreases the number of patients with positive spu- 
tum after intervention. 

At operation and afterward, the administration of 
streptomycin decreases the danger of dissemination 
of organisms and the development of new foci of 
infection. 

The author does not agree with those who contend 
that the treatment by extirpation gives rise to the 
danger of reactivation of quiescent foci in the dis- 
tended parenchyma of the remaining pulmonary 
tissue following the operation. 

Recurrences occur less frequently after extirpation 
of the diseased lobe or lung. 

Serious complications occur less frequently after 
extirpation than after extrapleural pneumothorax 
and thoracoplasty. 

Removal of the tuberculous cavity and the area 
around the cavity prevents the reactivation of 
labile foci and the occurrence of bronchiogenic 
dissemination. 

Indications for extirpation of the lung or lobec- 
tomy are varied. Fifty-five per cent of the patients 
presented various lesions of long standing with an 
extremely poor general condition, not always with 
the loss of ability to work but always with positive 
sputum. These various lesions included primary 
tuberculous foci, sequelae of a primary tuberculous 
infection, ulcerative phthisis, tuberculoma, and the 
sequelae of bronchial tuberculosis. 

From an anatomical point of view these conditions 
consist of a solitary or multiple caseous area result- 
ing from an old local fibrocaseous process without 
cavity formation but accompanied by bronchial 
changes. 

In all these cases the fibrocaseous character ex- 
plains why complete bed rest, collapse therapy, or 
chemotherapy does not produce any curative effect 
on the disease. 

In 35 per cent of the cases the indication for 
pulmonary extirpation was the presence of a tuber- 
culous cavity. In the remaining cases, tuberculous 
or mixed pyothorax was the indication for interven- 
tion. 

In 87 per cent of the cases there were no complica- 
tions, in 6 per cent postoperative intrathoracic 
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hemorrhage occurred, in 2 per cent bronchial fistulas 
developed, in 1 per cent a fistula of the thoracic 
wall developed, and in 4 per cent thrombosis or 
embolism occurred. BLACKWELL MarKHaM, M.D, 


Pulmonary Resection and Undecylenic Acid in Sys- 
temic Blastomycosis. James E. T. Hopkins and 
James D. Murpny. J. Thorac. Surg., 1952, 23: 409. 


In 1894 Gilchrist described the clinical picture of 
blastomycosis and identified the causative organism. 
He also suggested the potassium iodide therapy. 

Numerous reviews of the literature give a com- 
plete clinical and laboratory picture of the disease. 
Two forms are recognized, the cutaneous and the 
systemic. The cutaneous type is characterized by 
single or multiple pyogenic granulomatous skin le- 
sions. In the systemic type, single or multiple 
granulomatous lesions are present in the internal 
organs. About 50 per cent of all the cases fall into 
each group. The pulmonary focus is usually respon- 
sible for dissemination. Cutaneous disease rarely 
results in dissemination. 

The mortality rate of systemic blastomycosis is 
accepted as go per cent within 3 to 5 years after the 
onset of the disease. Because methods of treatment 
have proved unsatisfactory, the authors used pre- 
viously unreported types of treatment in 2 patients. 
The first was a patient upon whom a pneumonec- 
tomy was done with the preoperative diagnosis of 
systemic blastomycosis which was localized to the 
right lung. A postoperative diagnosis was made in 
the second patient after the left lung had been re- 
moved as a palliative procedure after the mistaken 
diagnosis of carcinoma. Postoperatively he was 
treated with undecylenic acid given orally. 

Hoffman and his associates in 1939 showed the 
fungistatic effect of many fatty acids and their salts 
for certain nonpathogenic fungi. Their work re- 
sulted in the introduction of sodium and calcium 
propionate into the baking and dairy industry. 

Because of the previously unreported forms of 
therapy used, the authors present 2 cases. 

In the past, surgery has not been used as a planned 
form of therapy for systemic blastomycosis with a 
unilateral pulmonary lesion. Collected figures show 
that less than 10 per cent of the patients with the 
systemic type will live more than 5 years. The sur- 
vivors are usually in the group with a positive skin 
test and negative complement fixation test. 

The first patient with the negative skin test had 
the type of condition with a poor prognosis. His 
case was, as far as can be determined, the first re- 
ported in which the patient was treated by planned 
pneumonectomy. Unfortunately, he did not survive. 

The second patient, likewise with a negative skin 
test, belonged to the 90 per cent of systemic cases 
in which survival was not expected. Diagnosis was 
made after excision of the primary lesion. Surgery 
did not prevent dissemination of the disease, but it 
probably allowed the development of some immunity 
because the general condition improved in spite of 
postoperative jaundice. 
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Potassium iodide has been the only chemical 

available for use in the past. It has not prevented 
death in 90 per cent of the systemic cases. It has 
been of doubtful help in patients with a negative 
skin test. Schoenbach recently reported the case of 
a patient with systemic blastomycosis treated in- 
travenously with stilbamidine. The patient is still 
under observation but the author thinks he is cured. 
He suggests that the diamidines be tried in severe 
yeastlike infection. 
“ Undecylenic acid has been shown to inhibit the 
growth of Blastomyces dermatitidis in vitro at con- 
centrations of 10 mgm. per cent. Two months’ 
treatment with undecylenic acid eliminated the 
cutaneous form of blastomycosis in the second pa- 
tient. The skin test is now positive and his general 
condition is good 8 months after surgery. No evi- 
dence of systemic disease can be demonstrated. The 
drug in combination with surgery seems to have 
prevented certain death. 

Undecylenic acid will be used in the treatment of 
new systemic blastomycosis patients. Careful clini- 
cal studies will be made. 

If a pulmonary lesion which would be suitable for 
resection is present and the diagnosis is made 
without exploratory thoracotomy, prolonged medi- 
cation will be given. If surgery does eventually 
become necessary, protection against dissemination 
is expected. The drug will probably prove of great 
value in patients such as one of the treated ones 
when the diagnosis is made from the surgical speci- 
men. It is planned to use up to 20 gm. of unde- 
cylenic acid daily over long periods. One patient 
whose case was herein reported has been on 10.5 
gm. of undecylenic acid daily for 4 months without 
symptoms due to the drug. 

Case histories of 2 patients with systemic blasto- 
mycosis have been presented. In each case the 
disease appeared to be localized to one lung. Each 
patient was treated by pneumonectomy. The au- 
thors are not aware of similar case reports. The 
first patient treated by planned pneumonectomy 
died 6 months after surgery. Iodide therapy seemed 
to have little effect on the spread in his left lung. 
The diagnosis in the second patient was made after 
the lesion had been removed by pneumonectomy. 
A late spread occurred in spite of iodide therapy. 
The disease in the second patient has either been 
controlled or cured by undecylenic acid given orally. 
No reports that fatty acids or their salts had been 
used in the treatment of deep mycotic infections 
have been found by the authors. 

Joun E. Kirkpatrick, M.D. 


Results in 61 Cases of Echinococcus Cysts of the 
Lungs Treated Surgically (Sul trattamento 
chirurgico delle cisti da echinococco del polmone 
contributo clinico di 61 casi). Domenico SPENNATI. 
Chir. torac., 1952, 5: 15. 

Medical therapy has been abandoned since the ad- 
vent of surgical intervention in cases of echinococcus 
cysts of the lungs. An echinococcus cyst differs from 
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TABLE II—COMPLICATED CYSTS 








Dura- 
tion of 
treat- 
ment 


Num- 
ber of 


Period Complications Operation | cases 





I (1941-46) | Rupture into bron-| Drainage 6 50 days 





I (1941-46) | Rupture into pleura} Drainage 120 days 





Rupture into bron-} Posados 
proce- 
ure 


II (1947-51) 25 days 








II (1947-51) 


Rupture into pleura! Drainage 
with an- 
tibiotics 


65 days 





Resection = 














II (1947-51) | Abscessed cyst 22 days 





a pulmonary abscess in that the latter is a destruc- 
tive process whereas in the former there is minimal 
destruction of the lung tissue which causes a progres- 
sive eccentric compression atelectasis from the ex- 
panding hydatid cyst. 

Four types of operations are considered by the 
author: marsupialization, reduction without drain- 
age (capitonnage), cystectomy, and pulmonary re- 
section. Marsupialization which was formerly in- 
dicated because of limited surgical possibilities is 
presently abandoned because of its high incidence of 
complications such as hemorrhage, septicemia, 
anaphylactic reactions, bronchial and pleural fistulas, 
and the development of tuberculosis. Since the onset 
of antibiotics to control secondary infection, the 
author is in favor of the Posados procedure of open 
reduction of the cavity without drainage. The in- 
volved lung is fixed to the pleura, the cyst is incised 
and drained, and the cavity is washed out; the 
epithelial membrane and intracapsular sutures are 
then removed to obliterate the cavity. All of the 
bronchial stumps that open into the cyst following 
removal of the epithelial membrane are closed with 
sutures. The lung is expanded and the incision is 
closed. Complete extirpation of the cyst is advocated 
by the author only in superficially lying small cysts, 
but in other forms the procedure is too radical and 
the operative mortality is high compared to that of 
other forms of therapy. Resection of the involved 
lobe is advocated when there are multiple cysts 
limited to one lobe. 
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Fig. 1 (White e¢ al.). The surgical specimen showing the 
diffuse involvement of the lung alveoli (app. x 150). 


The author studied the results of treatment in 53 
of 61 cases of echinococcus cysts during the past 10 
years. Forty-two cases had occurred in males and 19 
in females, and 26 of the patients were in the age 
range from 7 to 19 years. Thirty-four cases involved 
the right lung and 27 the left, and in 5§ cases the 
cysts involved more than one lobe. 

Simple cysts responded best to the Posados proce- 
dure, with only 1 case of postoperative empyema 
and an average duration of treatment of 19 days. In 
the complicated cysts the best results were obtained 
in those that had ruptured into a bronchus and were 
treated by the Posados procedure. Complete cure 
followed in all 6 cases with an average duration of 
treatment of 25 days. A special point is made of 
suturing all communicating bronchi after the re- 
moval of the epithelial lining. 

The author found on histological study that the 
adventitia surrounding the cyst is free of organisms. 

Cases are presented with x-ray findings before and 
after operation. Rotanp A. MAnFRrEpI, M.D. 


Alveolar Cell Tumor of the Lung. James N. WuiTe, 
Gorpon F. MappInc, and Lioyp R. HERSHBERGER. 
Dis. Chest, 1952, 21: 655. 

This is a case report of a patient with pulmonary 
disease of 11 years’ duration which was originally 
diagnosed in 1939 as unresolved pneumonia of the 
right lower lobe. For a period of 2 years thereafter 
the patient complained of intermittent attacks of 
cough, colds, and recurrent fever. X-ray examina- 
tion in 1942 revealed extension of the condition in- 
volving the right lung. Antibiotic therapy was then 
instituted. Sputum examinations were negative for 
tubercle bacilli, spirochetes, or fungi. The next 
hospitalization occurred in 1945 and at that time the 


left lower lung was also found to be involved. In 
1946 a copious expectoration of purulent, foul-smell- 
ing fluid was noted. On bronchoscopy the bronchial 
orifices of the right middle and lower lobes were 
found to be narrowed and inflamed but no tumor 
mass was evident. After the onset of hemoptysis, an 
exploratory thoracotomy was performed and the 
middle lobe of the right lung was removed although 
involvement of the upper and lower lobes was also 
observed. Following this surgery and x-ray therapy 
the patient’s condition improved and he appeared 
symptomatically well for a period of 2% years, 
during which time he returned to work. In 1949 
symptoms of numbness and weakness of the left arm 
and leg became evident. Shortly afterward the pa- 
tient became blind and cyanosis and dyspnea pre- 
ceded his death in 1g5¢. 

On autopsy examination an alveolar cell carcino- 
ma was found to involve the remaining right lung 
and portions of the left lung. Metastases had 
reached to the right cerebral hemisphere, to two 
tracheobronchial nodes, to one preaortic celiac node, 
and to the liver. This carcinoma gave no evidence 
of origin from the bronchial tree. The microscopic 
appearance of the tumor tissue of the lung at the 
time of surgical operation and at the time of autopsy 
coincided. The neoplasm involved the alveolar cells 
but preserved the pattern of the pulmonary alveoli. 
The lining carcinoma cells were tall without cilia but 
with deeply stained nuclei. In some areas these cells 
were in a single layer while in other areas solid nests 
and papillary projections were formed. The carcino- 
ma cells were productive of considerable mucin 
demonstrated as globules in the cells or filling the 
alveolar spaces. The tumor was readily distin- 
guished from pulmonary adenomatosis which is 
characterized by alveoli lined by epithelial cells, 
marked fibrosis, and lymphocytic infiltration of the 
interalveolar septa. B. G. P. Suarrrorr, M.D. 


Nosology of Bronchial Epistomas; Epitheliomas 
with Transformed Stroma (La place nosologique 
des épistomes bronchiques; épithéliomas a stroma 
remanié). JACQUES DELARUE, RENE DEPIERRE, and 
Jean Patttas. J. fr. med. chir. thorac., 1952, 6: 140. 


The term “‘epistoma” has been coined to describe 
a certain type of bronchial tumor, usually called 
adenoma, mixed tumor, or carcinoid, because its 
evolution is characterized by bronchial obstruction. 
“Epistoma” derives from a Greek word meaning 
“obstruct.” 

The authors maintain that the tumors under dis- 
cussion are epitheliomas with a transformed stroma, 
and with a resemblance to those which develop in 
the salivary glands. They have nothing in common 
with dysembryoplastic formations belonging to the 
group of hamartomas, and are characterized histo- 
logically by polymorphism of cellular structures as 
well as by the stroma, and clinically by their slow 
evolution. 

The similarity between bronchial epistomas and 
epitheliomas with transformed stroma, found in 
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salivary glands, suggests extensive excision of the 
bronchial formations. Only few such tumors are ac- 
cessible through the bronchoscope. On the other 
hand, lobectomy or pneumonectomy involves too 
great a sacrifice. For the removal of epistomas in 
the main bronchi, the authors recommend thora- 
cobronchotomy as the method of choice because it 
allows exploration, histologic study during the op- 
eration, and excision of the tumor with preservation 
of the surrounding pulmonary parenchyma. 

Because of their invasive character, tumors con- 
sisting of myoepithelial cells require lobectomy if 
they are located in the periphery, and pneumonec- 
tomy if they are found in the vicinity of the hilum. 

Recently developed methods of reconstruction of 
the trachea and its bifurcation allow successful re- 
moval of epistomas in that location. Lobectomy or 
segmental resection may be required for removal of 
epistomas in lobar or peripheral bronchi. 

Josepu K. Narat, M.D. 


Bronchial Adenoma. H. If. BrapsHaw, Louts DES. 
SHAFFNER, and W. RALPH Deaton, Jr. J. Thorac. 
Surg., 1952, 23: 388. 

Malignant change in an adenoma of the bronchus 
was first reported by Zamora and Schuster in 1937. 
Since then many articles have appeared with con- 
firmatory evidence as to the potentially malignant 
status of the so-called bronchial adenomas, but there 
still remains some confusion in the literature re- 
garding the exact histogenesis and nature of this 
neoplasm. However, in view of the possible malig- 
nant status of the tumor, it seems that the only 
feasible therapy is radical extirpation of the tumor 
and surrounding normal tissue. Nevertheless, local 
treatment is still advocated by some bronchoscopists. 

In order to accentuate the malignant possibilities 
of the bronchial adenomas, Doty has recently re- 
emphasized ‘that they are mixed tumors, as origi- 
nally observed by Womack and Graham, and sug- 
gested that they be called ‘‘mixed tumor adenomas.” 
A case is reported to illustrate the malignant po- 
tentialities of a bronchial adenoma and to demon- 
strate that radical therapy may not always succeed. 

The author reports the case of a patient with a 
bronchial adenoma that showed the characteristics 
of a mixed tumor, and subsequently recurred 8 years 
after pneumonectomy. It appears that the appella- 
tion “mixed tumor adenoma” is more appropriate 
than adenoma, as applied to such neoplasms of the 
bronchus. Joun E. Krrxpatrick, M.D. 


Is It Possible to Determine the Operability of 
Bronchogenic Carcinoma by Roentgenological 
Examination? (Lasst die Roentgenuntersuchung 
eine Beurteilung der Operabilitaet bei Bronchial- 
carcinomen zu?) K. LIEBSCHNER. Chirurg, 1952, 23: 
52. 


Three hundred cases of bronchogenic carcinoma 
were observed; 24 per cent of these proved operable. 
The author strongly advises against thoracotomy in 
cases of bronchogenic carcinoma which, on clinical 
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and roentgenological examination, appear to be prob- 
ably inoperable. From the roentgenological stand- 
point, tumors of segmental bronchi have to be con- 
sidered operable; those of the lobar bronchi may or 
may not be operable and exploratory thoracotomy 
may be advisable. Tumors of the main bronchi, 
especially those extending to the carina or having 
involved the phrenic nerve, are inoperable. This, of 
course, is also the case if metastases are demon- 
strable. 

The roentgenological symptoms are either direct 
(attributable to the growth per se) or indirect, that 
is, secondary to the growth. The former finding in- 
cludes stenosis of the bronchus, which was present 
in 245 cases. In 102 instances, the stenosis was pres- 
ent in the main bronchi. Resection was done in only 
4 of these patients, with a mortality of 75 per cent; 
of 38 patients with stenosis in the segmental bronchi, 
only 3 proved inoperable. Isolated tumor shadows 
in the periphery were present in 12 patients, 8 of 
whom could not be operated upon. All 7 patients 
with isolated central tumor shadows proved inoper- 
able. The indirect symptoms are either sequelae of 
stenosis or metastases. Seventy per cent of patients 
with segmental atelectasis were operable; total 
atelectasis is considered a sign of inoperability. A 
valuable sign for the evaluation of mediastinal in- 
volvement was the mobility of the tracheobronchial 
tree with respiration, as observed in superimposed 
films. If, after inspiration and expiration, there is 
no mobility, or only slight mobility of the trachea 
and main bronchi, then one has to assume that the 
mediastinum and its lymph nodes are involved by 
the tumorous process. Kurt BENIRSCHKE, M.D. 


Coverage of the Bronchial Stump with a Trans- 
planted Periosteal Flap (Die Bronchialstumpf- 
versorgung mit freitransplantierten Periostlappen). 
F. Hottie and H. J. Vierecx. Langenbecks Arch. 
u. Deut. Zschr. Chir., 1951, 269: 448. 


Covering of the bronchial stump after lobectomy 
or pulmonectomy with a remaining portion of the 
lung does not always prevent insufficiency of the 
stump or its infection. The following material may be 
used to cover the stump: (1) a pedicle from the 
pleura or a free strip of it, (2) a pedicled flap of the 
bronchial wall, (3) the omentum, (4) a free strip of 
fascia, or (5) a free strip of periosteum. 

The pleura is too thin to prevent gaping of the 
bronchial stump. A flap of the bronchial wall is not 
able to prevent necrosis of the bronchial cartilage, 
which is the most common cause of insufficiency of 
the stump. The omentum is digested by autolysis. A 
poorly nourished fascial strip is easily infected. A 
firm tissue with mesenchymal omnipotence appears 
to be the most desirable material. 

Following left lobectomy in ro dogs, the bronchial 
stump was covered with a free periosteal strip ob- 
tained from a rib. Only one stump became patent 
after this operation; the periosteum in this case had 
been obtained from another dog 2 days prior to the 
operation. 
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Fig. 1 (Stead, Soucheray). Physiologic changes following thoracoplasty 16 to 20 hours after sur- 
gery. Comparison of the preoperative with the postoperative states. The postoperative figures rep- 
resent the weighted means of the three postoperative determinations in each subject making a total 
of 29 postoperative studies in 10 subjects. In 1 subject a pneumonectomy was performed at the 
time of the third stage thoracoplasty, and the third study is therefore not included in this report. 


Abscess formation, caused by necrosis of the 
bronchial cartilage, always precedes the healing of 
the stump. Transplanted periosteum localizes this 
process and facilitates organization of the abscess. 
The adjoining portions of the lung remain intact and 
are able to expand. Josepn K. Narat, M.D. 


Physiologic Studies Following Thoracic Surgery. 
Wititiam W. STEAD and Puitie H. SoucHErAy. 
J. Thorac. Surg., 1952, 23: 453. 


This article deals with the immediate effects of 
each of the three stages of thoracoplasty as deter- 
mined by a series of physiologic tests made on a 
group of ropatients. The findings were compared with 
data obtained from identical tests made on a control 
group of 16 normal subjects. The following respir- 
atory tests were made: vital capacity and its subdi- 
visions, functional residual volume, index of pul- 
monary mixing, resting ventilation, physiologic dead 
space, alveolar ventilation, pulmonary shunt, and 
maximum breathing capacity. In addition, samples 
of arterial blood were examined for oxygen and car- 
bon dioxide content, for hemoglobin concentration, 
and for blood pu. In the operated group all the 
determinations were made 16 hours after each thora- 


coplasty; operations were performed entirely under 
local anesthesia. 

The results indicated no difference in effect on 
respiratory function irrespective of the stage of 
thoracoplasty. Changes were noted postoperatively 
in the mean oral morning temperature, the carbon 
dioxide content and tension of the blood, the hemo- 
globin saturation, and the quantity of oxygen dis- 
solved in the blood. The minute ventilatory rate was 
increased. The tidal volume fell and the volume of 
physiologic dead space was changed. The total vol- 
ume of carbon dioxide excreted per minute rose 
slightly while the mean metabolic rate rose signifi- 
cantly. The volume of alveolar ventilation per min- 
ute increased proportionately. The mean respiratory 
quotient changed from 0.87 preoperatively to 0.78 
postoperatively. 

Carbon dioxide retention did not occur in the 
present study and was not comparable to the respir- 
atory acidosis occurring in intrathoracic operations. 
The latter is believed to be due to such factors as op- 
erative positioning of the patient, endotracheal anes- 
thesia, and insufficient alveolar ventilation during 
surgery. Hemoglobin desaturation can be accounted 
for by the shunt of blood through unaerated col- 
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Fig. 2 (Stead, Soucheray). Physiologic changes following thoracoplasty 16 to 20 hours after 
surgery. Comparison of the ventilatory mechanism of the preoperative and postoperative states. 
The postoperative figures represent the weighted means of the three postoperative deter minations 
in each subject, making a total of 29 postoperative studies in the 1o subjects. 


lapsed lung tissue which is estimated as a 15.3 per 
cent shunt. Respiratory compensation in associa- 
tion with thoracoplasty manifested itself by an in- 
crease of total volume of ventilation per minute, an 
increase in respiratory rate, a slight rise of carbon 
dioxide formation, and a fall in the respiratory quo- 
tient. The latter was due to reduced nutrition. Pul- 
monary insufficiency and respiratory acidosis are to 
be expected as surgical complications in patients 
with a breathing reserve of less than 85 per cent. By 
means of tracheotomy the physiologic dead space 
can be lowered, and resistance to the exchange of air 
can be improved. B. G. P. Saarrrorr, M.D. 


HEART AND PERICARDIUM 


Surgical Treatment of Congenital and Acquired 
Valvular Stenoses (Traitement chirugical des 
sténoses valvulaires congénitales et acquises). 
CHARLES DusBost. Sem. hép. Paris, 1952, 28: 505. 


The author discusses his experiences with the 
surgical treatment of valvular stenoses. He believes 
that the Blalock-Taussig operation is the procedure 
of choice for patients with the tetralogy of Fallot. 


He has had only a limited experience with Pott’s op- 
eration. In the cases in which the subclavian artery 
is excessively shortened or the occlusive clamp on the 
pulmonary artery is poorly tolerated, an end-to-end 
anastomosis between the subclavian artery and the 
proximal end of the apical division of the pulmonary 
artery to the left upper lobe is accomplished. The 
distal end of this vessel is ligated. The occlusion of 
this vessel causes edema of the pulmonary segments 
which it supplies, but this condition apparently dis- 
appears within 2 or 3 days. The author has used this 
type of anastomosis in 25 patients and believes it has 
merit whenever the circumstances already mentioned 
prevent the more common type of anastomosis. 

In 10 patients the caliber of the apical division of 
the left pulmonary artery was insufficient for anas- 
tomosis. In these instances, preserved human ar- 
terial grafts were used to unite the shortened sub- 
clavian artery with the pulmonary artery. In 1 in- 
stance, an arterial graft was utilized to unite the 
descending aorta to the pulmonary artery. 

The author believes that finger fracture dilatation 
of the stenosed pulmonary valve is sufficient in most 
cases. In 16 of a series of 18 patients, finger fracture 
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dilatation was successful. In only 2 cases was the use 
of a valvulotome necessary to obtain adequate dila- 
tation of the stenotic area. The author confesses to 
some degree of apprehension in using the valvulo- 
tome since there is always the possibility of injuring 
actual valve tissue instead of accurately incising the 
commissure. 

Two operations have been performed for aortic 
stenosis with the Brock valvulotome used trans- 
ventricularly. In 7 patients with pure pulmonic 
stenosis, the author used a two-bladed valvulotome 
inserted through the left pulmonary artery. He be- 
lieves that this method has some value but should 
not necessarily replace the transventricular method 
popularized by Brock. Orvitte F. Grimes, M.D. 


Mitral Valve Disease in the Light of Surgical Treat- 
ment. GEOFFREY Bourne. Brit. M.J., 1952, 2: 
896. 

The three diagnostic problems in mitral disease 
are to determine whether mitral stenosis or narrow- 
ing is present, whether the lesion is chiefly that of 
mitral regurgitation, and whether there is significant 
myocardial change. The use of valvulotomy de- 
pends upon the assessment of these three factors. 
The most suitable case would seem to be that in 
which mitral narrowing is definite (as shown by 
symptoms of pulmonary congestion and limitation 
of effort), in which mitral regurgitation is slight, 
and in which the absence of much cardiac enlarge- 
ment indicates that there is no serious evidence of 
myocardial disease. The age of the patient is also 
probably important, but it is less important than the 
other factors. BENJAMIN GOLDMAN, M.D. 


Surgical and Cardiological Problems in the Opera- 
tive Treatment of Mitral Stenosis (Chirurgische 
und kardiologische Probleme bei der operativen 
Beseitigung stenosierter Mitralklappen). A. LEzrus 
and E. GADERMANN. Deut. med. Wschr., 1952, 
77: 491. 

The authors describe the results and changes after 
commissurotomy in 7 patients with mitral stenosis. 
The technical discussion briefly reiterates statements 
well known to the American reader of papers by 
Harken, Bailey, Brock, and O’Neill. The main 
hazards are rhythmic changes during the operation 
and injury of the aortic leaflet with subsequent in- 
sufficiency, and the authors warn against operation 
on patients with active endocarditis, although they 
do not present data substantiating that active endo- 
carditis is a contraindication. All of the patients 
showed marked improvement in their condition 
although some had signs of cardiac decompensation 
and arrhythmia, and gave a history of embolization 
prior to the operation. 

There was a significant improvement in the vital 
capacity of all patients examined following the 
operation. The venous pressure decreased in some 
patients although a rise was noted immediately after 
the operation. This was believed to be secondary 
to the surgical procedure with pericardial effusion 
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and mediastinal edema. Most patients showed a 
significant decrease of the circulation time. The 
determinations of the capillary pressures and ob- 
servations on changes in the length of certain cardiac 
phases did not correlate and are intended to be 
studied more extensively on a larger material. The 
same difficulty was encountered in the registration 
of cardiac sounds. In general, it was observed that 
the diastolic murmurs disappeared. Transient 
systolic murmurs were heard, however, and re- 
duplication of the second sound. Roentgenographic 
control revealed marked changes of the cardiac 
silhouette. Immediately after the operation the 
cardiac shadow may be enlarged because of peri- 
cardial effusion and dilatation of the left ventricle. 
Soon, however, it becomes apparent that the mitral 
configuration disappears and only the dilatation of 
the left auricle remains. Changes in the electro- 
graphic tracings were not consistent enough to per- 
mit any conclusions. Kurt BENrIRSCHKE, M.D, 


The Surgical Treatment of Mitral Stenosis (Traite- 
ment chirurgical de la sténose mitrale). Lours 
CHRISTOPHE AND FERNAND ORBAN. Acta chir. belg., 
1952, 51: 207. 

The heart of a 49-year-old woman with mitral 
stenosis was exposed after resection of a segment of 
the left third rib. The posterior commissure was 
severed with the right index finger introduced 
through the left auricle. Electrocardiographic trac- 
ings disclosed coronary signs 17 seconds after intro- 
duction of the finger into the heart. This observa- 
tion demonstrates the necessity of rapid action. 

After the operation, there was no pain in the left 
posterior dorsal region and, although auricular 
fibrillation remained, the patient made, according 
to her own expression, a spectacular recovery. 

Advanced age, uncontrollable cardiac insuffi- 
ciency, and other concurrent valvular lesions form 
contraindications to commissurotomy. 

Equally good results were recorded 2 months after 
the operation in a man, aged 23, and in another man 
34 years of age. Josepu K. Narat, M.D. 


Surgery of the Heart (Zur Chirurgie des Herzens). 
E. K. Frey. Deut. med. Wschr., 1952, 77: 477. 


The author mainly reviews the historical develop- 
ment of cardiac surgery and discusses briefly the 
results he obtained in the various fields of surgery of 
the heart during a postgraduate course at Augsburg. 

The first suture of a stab wound was carried out by 
Rehn in 1896. This opened the field of surgery for 
cardiac injury, of which the foremost aim is to pre- 
vent cardiac tamponade. Since the introduction of 
modern anesthesia the approach has become much 
simpler and the pleural cavity can be entered with- 
out difficulty. It is due to this fact that more ex- 
tensive operations can be undertaken. The author 
reports on the removal of a foreign body from the 
wall of the right auricle. 

The surgery of valvular diseases is only briefly 
mentioned and that of the aortic valve not at all. 
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Frey believes that the artificial heart-lung prepara- 
tion will aid in correction of valvular deformities. 

In constrictive pericarditis the main objective 
must be the correct and early diagnosis. Then, 
gratifying results may be obtained. The old contro- 
versy as to the cause of the majority of cases of con- 
strictive pericarditis is yet unsettled. Frey believes 
in a tuberculosis etiology when calcium incrustations 
or cheesy necrotic masses are encountered, even in 
the absence of histological tubercles. This was the 
case in more than 50 per cent of his material. The 
postoperative improvement may be immediate, but 
not rarely it requires months before the cardiac 
musculature has recovered fully. 

The surgery for angina pectoris began with the re- 
section of the stellate ganglion and other sections of 
the sympathetic nervous system. This method has 
not become popular in Germany despite reports of 
cures in 50 per cent of the cases in the foreign litera- 
ture. Other surgeons improve the cardiac circulation 
by connecting the lung, omentum, and muscle with 
the cardiac surface; reports of significant improve- 
ment have been published. The surgery of aneurysms 
is reported briefly and the significant change of car- 
diac function following thyroidectomy in some in- 
stances is cited. 

The surgery of congenital anomalies is reported 
more extensively. There are no new viewpoints for 
the American reader. Kurt BEnirscukE, M.D. 


The Etiology and Prognosis of Constrictive Peri- 
carditis (Zur Aetiologie und Prognose der Schwieli- 
gen Perikarditis). G. BoERGER. Chirurg, 1952, 
23: 61. 

Since Frey’s comprehensive study in 1939 the con- 
cepts of operative treatment of constrictive peri- 
carditis have been changed by the introduction of 
modern anesthesia and antibiotic therapy. Two new 
approaches, the transpleural pericardiectomy and 
approach through the split sternum, have extended 
the applicability of surgical treatment. Clinical and 
physiological studies have made it possible to deter- 
mine the precise location of constricting adhesions 
and to choose the best approach. Two factors may 
be responsible for failure of the surgical treatment: 
inadequate pericardiectomy and reactivation of a 
tuberculous pericarditis with fistula formation. 

Cavery was able to demonstrate that various bac- 
teria and foreign bodies may produce pericarditis 
with its known sequelae. In man two factors are 
thought responsible for constrictive pericarditis: 
tuberculosis and rheumatic processes. The latter 
cause is regarded as the more frequent. In many in- 
stances the history fails to reveal either disease and 
histological features at operation are often nonspe- 
cific. Autopsy findings, however, not infrequently 
disclose a primary tuberculosis in other organs, and 
the question is raised whether or not most cases of 
constrictive pericarditis are the result of a healed 
tuberculous pericarditis. 

Ten patients with constrictive pericarditis were 
studied as to the cause of their condition, its pathol- 
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ogy, and the operative results. Two patients showed 
no evidence of tuberculosis whatsoever. These pa- 
tients had a strong rheumatic history and were the 
only ones in this group believed to have had rheu- 
matic pericarditis. All of the other patients either 
gave a history of having had tuberculosis or showed 
clinical features of this disease. Six of these had cal- 
cium deposits in the pericardium. Huebschmann 
called attention to the possible similarity between 
tuberculous lesions in the lung and in the pericardium 
and their mode of healing. Other authors confirmed 
his observations. In 4 patients here observed the dif- 
ferential diagnosis was difficult and at first a rheu- 
matic etiology was suspected. All of these patients 
were found to have pockets of “sterile pus” in the 
adhesive mass. This finding is highly suggestive of 
tuberculosis, and Moore and Murphy were able to 
demonstrate acid-fast bacilli in such abscesses. The 
author concludes that the presence of calcium and 
abscesses is strongly in favor of tuberculosis. 

Of considerable interest is that the 2 patients suf- 
fering from a probably rheumatic form of pericarditis 
failed to show significant postoperative improve- 
ment, in contrast to the other group. (One patient 
died during the operation.) This was most likely due 
to a lack of myocardial reserve as a result of rheu- 
matic pericarditis which severely altered the myo- 
cardial function; on the other hand, the myocardium 
is rarely affected in tuberculous pericarditis. 

Kurt BENIRSCHKE, M.D. 


ESOPHAGUS AND MEDIASTINUM 


Congenital Varicosities of the Esophagus (Sulle cosi 
dette varici congenite dell’esofago). A. M. Doctiort- 
T1 and P, L. Bruzzone. Minerva med., Tor., 1952, 
43: 767. 

Dogliotti classifies telangiectasis of the esophagus 
as secondary, in the majority of the cases, to an 
obstruction of the venous circulation in the esoph- 
agus. Varicosities of the superior segment of the 
esophagus are usually secondary to obstruction in 
the inferior thyroid vein or superior vena cava. In 
the lower esophagus segment, varicosities result 
from obstruction in the portal circulation, in diseases 
of the spleen, liver, or stomach, in phlebitis, or in 
chronic cardiospasm. Congenital varicosities of the 
esophagus are recognized as: 

1. Familial hemorrhagic angiomatosis (Rendu- 

Osler) 

2. Esophageal angiomas 

3. Multiple angiomas of the gastrointestinal tract 

4. Isolated hemangiectasis of the submucosal 

plexus 

Because of its rarity and response to radical 
therapy, the authors discuss a case of isolated con- 
genital esophageal varicosities in an 11-year-old 
female with negative family history, who at the age 
of 3 years and in good health experienced severe 
hematemesis which was repeated 5 or 6 times in a 
period of 2 months. Esophageal varicosities were 
found on roentgenoscopic examination, and the pa- 
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tient was subjected to splenectomy. At 7 years of 
age hemorrhagic episodes returned and the sclerosing 
agent (tindanol) was injected per esophagoscopy. 
Hemorrhages continued sporadically until admis- 
sion. The previous diagnosis was confirmed and the 
patient was subjected to a transthoracic exploratory 
operation. The esophagus was isolated and ex- 
plored. It showed no evidence of external vari- 
cosities. Transdiaphragmatically, the abdominal 
exploration revealed no abnormalities. The esoph- 
agus was opened and the lumen revealed numer- 
ous dilated submucosal veins. The pathological seg- 
ment extending from 4 cm. below the arch of the 
aorta to the cardia was resected and an end-to-end 
esophagogastric anastomosis was performed. Histo- 
logically, the specimen revealed an increase in the 
size and number of the capillary venules, and vessels 
lined with smooth muscle which resembled arteries. 

This represents a particular case in which the 
patient received only temporary benefit from 
splenectomy and the sclerosing injections, and after 
radical resection experienced no hemorrhages up to 
12 months after surgery. 

This method of therapy is advised for cases in 
which primary disease elsewhere in the body can be 
excluded and the lesions are localized to a resectable 
segment of the gastrointestinal tract. 

Roentgenoscopic examinations in the case pre- 
sented were normal at 2, 8, and 10 months following 
surgery. Roranp A. Manrrep1, M.D. 


Pathologic Changes in Megaesophagus (Esophageal 
Dystonia.) FREDERICK S. Cross. Surgery, 1952, 
31: 647. 

A study of 7 surgical and 2 autopsy cases of 
megaesophagus is presented with a detailed descrip- 
tion of the pathological findings and excellent photo- 
micrographs. The pathological findings are de- 
scribed as an inflammatory reaction in the area of 
Auerbach’s plexus with a loss of ganglion cells and 
replacement by capsular and interstitial supporting 
cells. The destruction of ganglion cells is explained on 
the basis of a neurocytolysis of the nerve cells by 
proliferating capsular cells. It is suggested that 
further investigation be undertaken to determine 
the true cause of the disease. 

Ey Exvxiort Lazarus, M.D. 


Esophagitis. J. B. Harman. Brit. M.J., 1952, 2: 941. 


Esophagitis is an inflammation of the esophagus, 
usually of the lower end, of unknown etiology. The 
symptoms are pain in the lower part of the chest 
and heart burn. It is presumed that acid and pepsin 
regurgitation play an important part in the process 
which may develop through the stages of velvety 
friable mucosa, superficial and deep ulceration, and 
stricture formation. Congenital anomalies such as 
short esophagus and hiatus hernia have also been 
implicated, but these conditions may exist without 
esophagitis. 

When this condition is due to pregnancy, chole- 
cystitis, or carcinoma, elimination of the primary 
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cause will eliminate the symptoms. The pathologic 
changes may be out of proportion to the severity of 
the symptoms regardless of the cause, or the reverse 
may be true. The most effective treatment is surg- 
ery, but the decision to operate must be based on the 
severity of the symptoms and the esophagoscopic 
findings. Of the conservative measures, sleeping 
upright may be of benefit. Mechanical dilatation 
allows further reflux of the stomach contents and 
may reactivate the entire process in cases of 
stricture. Rosert L. Craic, M.D. 


Surgical Treatment of Epiphrenic Diverticulum of 
the Esophagus. MicuaEt E. DEBAKEY and Oscar 
Creecu. J. Thorac. Surg., 1952, 23: 486. 


Diverticula of the lower portion of the esophagus 
are relatively uncommon, and those located in the 
terminal portion, just above the diaphragm and 
termed “supradiaphragmatic” or “epiphrenic’”’ diver- 
ticula, are even less frequently encountered. 

The paucity of the literature on the surgical 
management of epiphrenic diverticula of the esopha- 
gus is a further reflection of their infrequent occur- 
rence, at least as clinical problems. 

These diverticula are generally considered to be 
of the pulsion type resulting from herniation of the 
mucous membrane through the muscular wall, prob- 
ably in an area of congenital weakness, although the 
cause is still obscure. The opening of the pouch is 
usually located in the posterior wall, more often 
directed toward the right than the left side and 
about 5 to 10 cm. above the cardia. The wall is 
composed of mucosa, submucosa, muscularis mu- 
cosa, and an outer fibrous layer of varying density. 
Conservative treatment has been advocated; how- 
ever, it is now generally agreed that surgical treat- 
ment is the method of choice and should be con- 
sidered in all esophageal diverticula-producing 
symptoms. 

This is a case report of a 59-year-old man. An 
esophagogram disclosed a large diverticulum of the 
distal end of the esophagus arising from the left 
lateral wall just above the cardiac end of the stom- 
ach. Above the diverticulum the esophagus was 
quite dilated and somewhat tortuous, whereas distal 
to it a definite narrowing could be demonstrated. A 
diagnosis was made of epiphrenic diverticulum of 
the esophagus with stricture formation, and the pa- 
tient was subjected to surgery. 

The removal of the diverticulum, lower end of the 
esophagus, and of the cardia of the stomach, and an 
esophagogastric anastomosis was accomplished in 
one stage. The results recommend this treatment as 
a practical method of dealing with this condition. 

STEPHEN A. ZIEMAN, M.D. 


Surgical Therapy of Cicatricial Stenosis of the 
Esophagus (Die chirurgische Behandlung der durch 
Narben bedingten Speiseroehrenverengungen). P. 
PATRONICOLAS. Muench. med. Wschr., 1952, 15: 705. 


Cicatricial stenosis of the esophagus, usually 
caused by the ingestion of caustic substances, can be 
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corrected by prethoracic esophagoplasty or intra- 
thoracic esophagogastrostomy. 

The first procedure includes esophagojejunogas- 
trostomy or esophagocologastrostomy. 

The most frequent complications of the intrathor- 
acic methods are: dehiscence of the suture lines, 
secondary fistulas, and postoperative strictures. 
Furthermore, the operation is contraindicated in 
children because in young individuals the stomach is 
relatively large and therefore cannot be accommo- 
dated within the thoracic cavity. 

The prethoracic procedures are frequently com- 
plicated by fistula formation. The author prefers the 
use of a segment of the colon to utilization of the 
jejunum. The excluded strictured segment of the 
esophagus should be removed whenever possible. 

As a rule, intrathoracic procedures are indicated 
for the correction of deep-seated strictures, while the 
prethoracic methods are suitable for stenoses with a 
high location. 

In relatively rare cases a stenosis of the esophagus 
may be caused by a tuberculous or syphilitic lesion, 
trauma, esophagitis due to a foreign body, or x-rays. 
Congenital strictures are very rare. 

Joseru K. Narat, M.D. 


Benign Tumors of the Thoracic Portion of the 
Esophagus (Gutartige Geschwuelste der Brustspei- 
seroehre). A. GUETGEMANN. Chirurg, 1952, 3: 97. 

A 43-year-old man had been suffering for the past 5 
months from a dull feeling of pressure in the epigas- 
tric angle which was independent of eating. There 
was no nausea, or fasting or nocturnal pain. On the 
occasion of a fluoroscopic examination the presence 
of a “growth” behind the esophagus was observed. 

The roentgenogram of the thorax disclosed, in the 
region of the aortic arch, a flattish protuberance be- 
yond the right border of the mediastinal shadow. 
It was sharply defined and about the size of a hen’s 
egg. This abnormal shadow protuberance was de- 
fined with special clearness on the tomogram. 

As a result of the increase in basal metabolism of 
54 per cent, with signs of a general thyrotoxicosis 
(general irritability, pains in the extremities, in- 
creased sweating, tremor, and tachycardia), the 
possibility of an intrathoracic, aberrant struma was 
temporarily under consideration. 

Roentgenography of the esophagus with contrast 
material disclosed, at the level of the tumor shadow, 
a number of mildly arched, smoothly bordered im- 
pressions of the esophageal lumen which aroused the 
suspicion of the presence of an expansively growing 
mural alteration of this organ (Fig. 1). 

Esophagoscopy disclosed, 37 cm. from the line of 
the teeth, a red-colored protuberance of the posterior 
esophageal mucosa. The esophagoscope could not 
pass this obstruction. The biopsy specimen pro- 
cured gave no indication of the presence of car- 
cinoma. This finding, together with the tomogram 
and roentgenokymographic absence of peristaltic 
Waves over the mass, led to a diagnosis of fibroma or 
fibromyoma taking origin from the esophageal wall. 
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Fig. 1 (Guetgemann). Fibroleiomyoma of the 
esophagus. 


Through a thoracotomy opening on the left side 
the aortic arch was mobilized by sections of the 
upper three pairs of intercostal arteries and the 
esophagus containing the fist-sized tumor was drawn 
out from behind it. The anterior wall of the esoph- 
agus over the contained neoplasm was incised 
longitudinally. From this opening the tumor could 
be enucleated and removed without opening the 
tube of the mucosal layer of the esophagus. The 
muscular layer was closed with interrupted sutures, 
the incision in the mediastinal pleura being left 
open for easy drainage of blood or other discharges 
into the left pleural cavity, and the chest wall was 
closed in the usual manner. Aside from a temporary 
partial collapse of the left lung and a rather persis- 
tent pleural effusion on the left side, the convales- 
cence was uneventful. 

Histologic examination of the tumor disclosed 
thickly interwoven bundles of smooth muscle tissue 
with relatively wide bands of dense, mature inter- 
stitial tissue which exhibited extensive areas of 
hyalinization. In places there were limited areas of 
perivascular, round cell infiltration. The diagnosis 
was fibroleiomyoma. Joun W. BRENNAN, M.D. 


Carcinoma of the Esophagus. R. H. FRANKLIN and 
J. J. Surpman. Brit. M.J., 1952, 2: 947. 


Major discoveries and minor modifications of 
technique during recent years have brought steady 
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improvement in the results of surgical treatment of 
carcinoma of the esophagus. Nevertheless, radical 
treatment still carries a high mortality. The authors 
analyze 159 cases of esophageal cancer, excluding 
cases arising in the stomach to involve the esopha- 
gus, and present in detail the therapeutic adjuncts 
they found especially helpful. 

Esophagoscopy proved the more exact method of 
demonstrating the presence or absence of esophageal 
neoplasms. The authors recommend hourly feeding 
of fortified milk to the debilitated patient; daily pre- 
operative coughing and deep-breathing lessons are 
also advised. 

Of the last 72 patients treated, 29 (40%) were sub- 
jected to resection, 14 survived more than 1 month, 
giving a mortality rate of 51 per cent. Supra-aortic 
anastomoses were done on 7 of 15 patients who died 
within a month. One 57-year-old housewife lived 
4 years without clinical evidence of recurrence, and 
4 patients are thriving 18 to 24 months after resec- 
tion. None of the patients who were not treated by 
radical operation lived more than 2 years. 

Tuomas LANE STOKEs, M.D. 


Paramediastinal Cyst Containing Parotid Enzymes. 
Discussion of Differential Diagnosis of Media- 
stinal Cysts and Their Surgical Therapy (Para- 
mediastinale Cyste mit Parotisfermenten als Inhalt. 
Mit differentialdiagnostischer Diskussion der me- 
diastinalen Cysten und ihrer chirurgischen Behand- 
lung). BrertHotp LorHr. Langenbecks Arch. u. 
Deut. Zschr. Chir., 1951, 269: 462. 


A to-year-old boy was brought for examination 
because of pallor, although he had no subjective 
complaints. Roentgenograms revealed a_ homo- 
— opacity in the right upper lobe of the 
ungs. 

X-ray treatment did not produce a diminution of 
the shadow which was attributed to a tumor of the 
thymus gland. The formation did not collapse after 
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pneumothorax. Thus, location of the opacity in the 
lungs could be excluded. 

The right fifth rib was resected through a para- 
vertebral incision. The lung collapsed after incision 
of the pleura. A cyst, the size of an apple, was 
found in the posterior upper mediastinum, between 
the subclavian and the azygos veins. The cyst was 
excised. The patient made an uneventful recovery, 

The wall of the cyst was lined partially with 
low cubic epithelium and partially with stratified 
cylindrical epithelium. Glandular tissue was found 
here and there underneath the epithelium. The 
cyst contained trypsin and amylase, and gave a 
slightly acid reaction. Glandular acini could not 
be detected in the histologic sections, and the loca- 
tion of a parotid cyst in the mediastinum certainly 
was most unusual. On the other hand, the cyst 
could not be placed in any of the groups into which 
congenital or acquired mediastinal cysts are usually 
subdivided. The consideration of local morpho- 
genesis allowed exclusion of a teratoid formation. 

Josern K. Narat, M.D. 


MISCELLANEOUS 


The Management of Chest Injuries. Frep R. 
Harper and B. D. Stewart. J. Am. M. Ass., 1952, 
149: 317. 

The application of knowledge gained in World 
War II revolutionized the treatment of chest in- 
juries. Emergency teams trained to handle patients 
with such injuries before they reached the surgeon 
proved to be valuable. Basing the principles of 


treatment on sound knowledge of cardiorespiratory 


physiology, the authors concisely outline the treat- 
ment of these injuries from the emergency ambu- 
lance first aid through definitive hospital therapy, 
They emphasize the necessity for early operation in 
thoracoabdominal injuries. 

Tuomas LANE STOKEs, M.D. 
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ABDOMINAL WALL AND PERITONEUM 


The Use of Tantalum Wire and Mesh for Plastic 
Abdominal Repair (L’impiego dei fili e della rete di 
tantalio nelle plastiche addominali). Arturo Ruc- 
GIERO. Gior. ital. chir., 1952, 8: 78. 


The author used tantalum wire and mesh for the 
repair of postoperative abdominal hernia, both re- 
current and simple. Altogether he operated upon 13 
patients. ; ; ; 

There were 3 wound infections, 2 of which were 
superficial and the third was deep enough to expose 
part of the mesh. All of the wounds finally healed 
with local therapy. 

Good results were obtained in all patients. The 
author, however, advises that this method be used 
only when a more simple method such as silk suture, 
skin graft, or repair with fascia is not advisable. The 
use of tantalum mesh for hernial repair should await 
further trial before it is used generally. 

Adherence to good surgical ‘principles, such as 
anatomical restoration, perfect hemostasis, regular 
spacing of wire sutures, and covering of knots with 
small pieces of muscle, is strongly recommended. 

Lucian J. Fronpvutt, M.D. 


GASTROINTESTINAL TRACT 


Gastroenterostomy in the Surgical Treatment of 
Gastroduodenal Ulcer (La _ gastroenteroanas- 
tomosi nella cura chirurgica dell’ulcera gastroduo- 
denale). ANGELO Acquati. Gior. ital. chir., 1952, 
St 349, 

The author decided to evaluate the results follow- 
ing gastroenterostomy as a treatment for peptic ul- 
cer. As a rule the operation of choice is subtotal gas- 
tric resection. Of a recent group of 100 subtotal gas- 
tric resections carefully studied by clinical and roent- 
genological follow up, 92 showed excellent results, 5 
fair results, and 3 showed failures. There was 1 
jejunal ulcer among the failures. 

Gastroenterostomy is resorted to only in poor risk 
cases. From 1940 to 1950 there were 172 such Cases. 
Of these, 150 could be contacted for follow-up 
studies. Good results were obtained in 130, or 86 per 
cent. In 11 cases (7%) the results were fair, and in 9 
cases (6%) the results were poor. 

The author concludes that gastroenterostomy can 
be followed by a high percentage of good results. It 
is indicated in poor risk patients, pyloric stenosis, in 
older patients, very young patients, and in patients 
in whom it is difficult to resect the ulcer. 

A properly performed gastroenterostomy is not 
easy to perform. The author follows the recommen- 
dations of Ciminata. The anastomosis should be 
performed on the dependent portion, at or near the 
greater curvature. Here there are usually adhesions 
and multiple blood vessels. The anastomosis should 
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be of the posterior type and should be made through 
the transverse mesocolon with a loop that is neither 
too short nor too long. Careful suturing must be 
done in order to prevent the development of hema- 
tomas and subsequent fibrosis and stenosis. The 
opening in the mesocolon must be closed over the 
stomach and care must be taken to avoid injury to 
the middle colic artery. 
Lucian J. Fronpvuti, M.D. 


Clinicoroentgenologic Considerations on Perma- 
nent Prolapse of a Gastric Adenoma Through 
the Pylorus (Considerazioni clinico-radiologiche sul 
prolasso permanente di un adenoma gastrico attra- 
verso il piloro.) B. Rocco and M. FRancui. Gior. 
ital. chir., 1952, 8: 65. 

The authors describe a case of gastric polyp which 
had prolapsed through the pylorus. This polyp was 
about the size of a hen’s egg and was pedunculated. 
Just proximal to this was a sessile polyp about the 
size of a cherry. 

The patient had had vague indigestion for about a 
year. Roentgenologic studies revealed prepyloric 
and duodenal bulb changes which suggested a gastric 
polypoid neoplasm. 

A Moynihan type of gastric resection was per- 
formed and the polypoid growths were found with 
the pedunculated polyp prolapsed into the duo- 
denum. It is postulated that the smaller sessile 
polyp acted as a check and prevented further pro- 
lapse of the stomach. The histologic diagnosis was 
fibroadenomatous polyp. The patient made an un- 
eventful recovery. Lucian J. Fronput1, M.D. 


Malignant Degeneration of Gastric Ulcers (Ulcéres 
gastriques transformés. A propos de sept observa- 
tions). G. GorpET. Presse méd., 1952, 60: 430. 


In the author’s opinion, malignant degeneration 
of gastric ulcers is rare, and therefore routine gas- 
trectomy is not justified because the operative risk, 
no matter how small, is still greater than the chance 
of canceration. 

According to the literature, only ulcers on the 
horizontal portion of the lesser curvature or pyloric 
sulcus are apt to undergo malignant degeneration. 
The author’s observations do not lend support to 
this view, as 3 of 6 tumors were located in the hori- 
zontal portion of the lesser curvature, 2 in the verti- 
cal portion, and 1 was located on the lesser curvature 
just below the cardia. In all 6 cases the diagnosis 
was verified microscopically. In 1 additional case of 
ulcer on the lesser curvature no histologic examina- 
tion was made. All 7 patients were males. 

Roentgenologic evidence of growth of the niche or 
changes of its shape justify the suspicion of malig- 
nant degeneration. 

In the author’s opinion, the diagnostic value of 
gastroscopy is very limited because even gross 
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inspection of a specimen removed at operation does 
not always permit differentiation of a benign ulcer 
JosepH K. Narat, M.D. 


from a malignant one. 


Primary Lymphosarcoma of the Stomach. WILLIAM 
T. Snoppy. Gastroenterology, 1952, 20: 537. 


The author presents 34 new cases of lymphosar- 
coma of the stomach along with a clinical and patho- 
logical correlation. The clinical findings, roentgeno- 
grams, and gastroscopy did not give sufficient evi- 
dence to make a definite diagnosis of lymphosarcoma 
of the stomach. Exploratory laparotomy and biopsy 
were definitely indicated. 

A total of 474 cases of lymphosarcoma of the 
stomach have been reported, 7 of which were re- 
ported by the author. Among this group 50 patients 
(10.5%) survived for more than 5 years. Surgery 
alone was the treatment given to 25 (50%) of the 
surviving patients; irradiation alone was given to 13 
patients; and a combination of irradiation and sur- 
gery was given to 12 of the surviving patients. 

The treatment of choice would appear to be sur- 
gery alone unless the lymph nodes are microscopical- 
ly involved and then postoperative irradiation should 
be instituted. Certainly some cases of lymphosar- 
coma of the stomach represent a solitary lesion which 
can be cured if adequately removed. Lymph node 
involvement reduces the chance of cure, but does not 
preclude the possibility of a 5-year survival. 

CHARLES Baron, M.D. 


Primary Lymphosarcoma of the Stomach. Ts’ur- 
Tinc Hvuanc, SHao-Hsun WANG, Cu’vAn-I FENG, 
and Li-MIn Fet. Chin. M.J., 1951, 69: 310. 


Primary lymphosarcoma of the stomach is not a 
common disease, and in a review of the literature it 
was found that there are now 280 cases reported 
since 1893. The incidence of primary sarcoma of the 
stomach is variously reported and appears to be 
around 1 per cent of all gastric tumors. From 1922 
to 1949 the authors had treated, altogether, 299 
cases of gastric tumor (228 cases at the Peking Union 
Medical College Hospital between 1922 and 1941 and 
71 cases at the Chung Ho Hospital between 1942 and 
1949). Among these there were 3 cases of lympho- 
sarcoma, constituting 1 per cent of all the cases of 
gastric tumor. 

The etiology of primary lymphosarcoma of the 
stomach is not known. These tumors may occur at 
any age. The youngest patient with this condition 
in the literature was 31% years old and the oldest 
patient was 85 years old. The average age of pa- 
tients with carcinoma of the stomach appears to be 
approximately 54 years, whereas patients with gas- 
tric lymphosarcoma in general are about 10 years 
younger than those with carcinoma. In a large col- 
lection of cases in the literature the sex incidence is 
in favor of the male sex. 

Lymphosarcoma may arise from any part of the 
stomach, although the curvatures are usually the 
most common sites of origin. This involvement may, 
however, be diffuse, simulating the “‘linitis plastica” 
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type of carcinoma. It is believed that the tumor orig- 
inates in the lymphoid follicles in the submucosa and 
thence by infiltration it gradually involves the re- 
maining layers of the gastric wall. Unlike other sar- 
comas which usually expand exogastrically or endo- 
gastrically, this tumor grows mainly along the plane 
of the gastric wall under the mucosa. It may raise up 
the intact mucosa at places, giving rise to the appear- 
ance of mushrooms lying in thickened rugal folds, 
Ulceration is therefore late. When it does occur it 
tends to be more shallow than in carcinoma and js 
frequently multiple. The serosa is involved relative- 
ly late. Because of the diffuse involvement the blood 
supply may become inadequate and necrosis is fre- 
quent. Perforation, therefore, is not an uncommon 
occurrence and is more frequent than in carcinoma. 
These lesions may be of four types: (1) a bulky, 
vascular polypoid tumor clearly demarcated from 
the normal stomach wall, (2) solitary or multiple ul- 
cers with surrounding infiltration of an indeterminate 
extent, (3) multiple nodular tumors in the sub- 
mucosa, and (4) diffuse thickening of the gastric wall 
resembling the “‘linitis plastica” type of carcinoma, 
with marked widening of the mucosal folds. On sec- 
tion the tumor is soft and resilient, pale, straw- 
colored, and limited for the most part to the sub- 
mucosa. It may extend through the muscularis to 
the serosa or even beyond the serosa to the surround- 
ing nodes and omentum. Multiple areas of necrosis 
and interstitial hemorrhage are frequently present. 
The involved nodes are smooth, large, and relatively 
soft, and they may be matted together. According 
to Ewing, lymphosarcoma may originate from one of 
the two types of cells found in the lymphatic system 
giving rise to two specific forms of tumor. These cells 
are (1) the reticulum cell which may give rise to 
reticulum cell sarcoma or large round cell lympho- 
sarcoma, and (2) the lymphocyte which may give 
rise to malignant lymphocytoma, or small round cell 
lymphosarcoma. 

The duration of the symptoms of patients with 
lymphosarcoma of the stomach varies from a few 
months to several years. Since the tumor is near the 
submucosal nerve plexus, pain is a constant and often 
an early feature. It may be localized. Various other 
symptoms of an indeterminate nature may be pres- 
ent. Hematemesis is uncommon, but melena is a 
frequent finding. There may also be fever, sweating, 
superficial lymphadenopathy, splenomegaly, anemia, 
and a relative lymphocytosis of the blood. In certain 
cases, a palpable tumor is present in the epigastrium 
and frequently it is quite large. 

A review of the literature reveals that the roentgen 
findings follow closely the four pathological types as 
suggested by Pack and McNeer. These are: 

1. A localized tumor which is round and smooth, 
or a single rounded area of filling defect. 

2. An indurated ulcer of the stomach simulating 
the appearance of ulcerative carcinoma or the pres- 
ence of multiple ulcers. 

3. Multiple polypoid growths shown by multiple 
irregular round defects. 
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4. Local or diffuse infiltration of the gastric wall 
without definite tumor formation, involvement of 
larger portions of the stomach simulating linitis 
plastica with mucosal rugae in thick folds or enlarge- 
ment and stiffness of the folds, the appearance of 
which is identical with that of the rugal form of 
hypertrophic gastritis. 

“While it is believed that in sarcoma the metastasis 
occurs mainly by way of the blood stream, the man- 
ner of dissemination in lymphosarcoma is usually by 
direct extension or metastasis through the lymphat- 
ics. The various organs involved by metastasis ac- 
cording to their order of frequency are: the regional 
and mesenteric lymph nodes, the liver, mesentery, 
colon, peritoneum, omentum, ovary, pancreas, bones, 
pleura, lung, testicle, spleen, diaphragm, kidney, 
adrenal gland, and skin. 

The outlook for generalized lymphoid tumors is 
rather unfavorable. The median life expectancy in 
the presence of generalized malignant lymphoid 
tumors is 2 years. The prognosis for primary gastric 
lymphosarcoma is, however, quite a different one. 
The difference probably lies in the fact that the latter 
is a localized disease. When the diagnosis is made 
early in the disease, there is always a chance of com- 
plete eradication; therefore a certain curability can 
be expected and the prognosis is better than in carci- 
noma of the stomach. Metastasis often occurs late in 
the course of gastric sarcoma. At a relatively late 
stage when a bulky, palpable tumor is present on 
physical examination, the disease can perhaps still be 
surgically removed without much difficulty, whereas 
under similar conditions in a patient with carcinoma 
probably nothing can be accomplished. In Marshall 
and Meissner’s series, the 5-year survival rate for 41 
patients with primary sarcoma of the stomach was 
44 per cent. In contrast to this, State e¢ al. reported 
a 6.6 per cent survival among 586 patients admitted, 
or 21.5 per cent of the patients surviving gastric re- 
section. It would appear that in as much as malig- 
nant lymphocytoma is largely composed of lympho- 
cytes of mature form, it perhaps should bear a more 
favorable prognosis than reticulum cell sarcoma. Oc- 
casionally, cases presenting an apparent cure follow- 
ing some form of inadequate treatment have been 
reported. These cases, however, are exceptional. 

In general, it is agreed that radical removal of the 
tumor followed by radiation therapy will offer the 
best chance of cure to patients with this disease. A 
few special points must be considered. First, lymph- 
osarcoma is an infiltrating type of tumor and often 
is not as well circumscribed as other types of sarcoma 
of the stomach. Therefore, when the disease is recog- 
nized or suspected at operation, a wider resection is 
always desirable. Second, even though the tumor 
appears to be attached to the surrounding structures 
and is bulky, separation of the adhesions may dem- 
onstrate that the tumor is still resectable. Third, 
adequate preoperative preparation of the patient is 
highly essential. Lymphosarcoma is one of the most 
radiosensitive tumors, yet in the treatment of gastric 
lymphosarcoma, radiation therapy is not very ef- 
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fective. The authors favor postoperative irradiation 
in contradistinction to preoperative irradiation be- 
cause the latter causes such destruction as to produce 
a severe constitutional reaction and make recogni- 
tion of the lesion difficult, and, finally, because the 
diagnosis is not definitely made and valuable time 
may be lost in resection of the tumor which is not a 
lymphosarcoma. 

Three cases in young individuals under 30 years 
of age were reported. The duration of the symptoms 
ranged from 5 months to 1 year. In the third case, 
there was a history of occasional epigastric pain for 
10 years with an exacerbation of this symptom in the 
last 6 months before admission. Since there was no 
direct proof that peptic ulcer had been present be- 
fore, it could not be assumed that the tumor had de- 
veloped on top of a preceding peptic ulcer. On the 
other hand, it also seemed unlikely that the tumor 
had been present for all this time and it was probable 
that the patient had suffered from occasional gas- 
tritis in the past. Pain, typically like that of peptic 
ulcer, was present in all 3 patients. A useful hint in 
the differential diagnosis was that the pain in cases 
of gastric lymphosarcoma is only partly or temporari- 
ly relieved by food and even less relieved by alkali. 
Occult blood was present in the stool in 2 cases. 
There was no palpable tumor present. In 1 patient 
the correct presumptive diagnosis was made pre- 
operatively on the basis of the roentgen findings. 
One patient appeared to be inoperable, but after 
roentgen therapy was resectable. This patient, how- 
ever, died 3 months after admission chiefly because 
of the development of intraperitoneal infection and 
intestinal fistula postoperatively. In the other 2 
cases the tumor was completely resected; both re- 
sections were followed by irradiation treatment. One 
patient has been well for 11 years, and the other one 
for 1.5 years after operation. 

LERoy J. Kiersasser, M.D. 


Transdiaphragmatic Gastrectomy (Gastrectomia 
transdiafragmdtica). E. Luma Basto. Arg pat., 1951, 
23: 1. 

Twelve cases of this operation are reported. Seven 
of the patients had gastric ulcer of the lesser curva- 
ture, situated higher than the so-called incisura 
angularis. There were 4 cases of gastric cancer; 1 of 
the patients with linitis plastica was the only one 
subjected to total gastrectomy. This patient died, 
this death being the only one which could be at- 
tributed to the operation itself. However, even in 
this case the immediate cause of death was not the 
transthoracic phase of the operation, but biliary 
peritonitis plus pleuritis, due to the failure of the 
stitches of the duodenal stump to hold. In this case 
the Roux enteroenterostomy was not added; how- 
ever, the pathologist ascribed the acute ectasis of 
the duodenal stump to strangulation exerted upon 
the third portion of the duodenum by the root of 
the superior mesenteric artery. The only other 
death was that of the only female patient in this 
material; her gastric carcinoma had spread toward 
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the colon and a section of the colon had to be extir- 
pated, together with the stomach section which was 
removed by the Polya subtotal resection. Even so, 
she recovered from the operation but died some 
months later from hepatic metastases. 

The operative technique was essentially that 
already described (Sweet, Garlock, Tanner), with 
only minor changes as experience accumulated. The 
incision was always over the eighth rib and extended 
downward over the pararectal region of the abdomen 
when required. The eighth rib together with the 
cartilage of the eighth and ninth ribs was removed. 
Thorough extirpation of these cartilaginous sections 
was insisted upon because in 1 instance aseptic sup- 
puration resulting from necrosis of a cartilage had 
essentially delayed the healing process. The pleural 
cavity was entered through the bed of the extirpated 
portion of the eighth rib. When the stomach exci- 
sion was subtotal it was always of the Reichel-Polya 
type and the author never noted any evidence of the 
so-called dumping syndrome; there was frequently 
evidence of a sphincter effect. No attempt was ever 
made to unite the duodenal stump to the stomach 
or esophagus; gastrojejunostomy of the Polya type 
or jejunoesophagostomy was always used. In the 1 
instance of excision of the stenotic cardia the esopha- 
gus was united end-to-side with the anterior surface 
of the distal gastric stump. The Edwards rib ap- 
proximator was always used in the repair of the chest 
wound. The corresponding intercostal nerves were 
always injected with alcohol, novocain, or both. 

Complications consisted of pleural effusions (2 
instances), empyema (2 instances), and bilateral 
thrombophlebitis of the saphenous vein. With the 
exception of the biliary peritonitis mentioned above, 
all complications cleared up spontaneously or under 
purely routine care. The absence of infections is 
accredited to the use of modern antibiotics and 
chemotherapy. 

The transthoracic, or thoracoabdominal, route is 
indispensable in any attempt at cure of gastric neo- 
plasms and other lesions of the cardia. The route is 
of advantage for subtotal gastrectomies in lesions 
of the lesser curvature above the incisura angularis. 
It is of especial advantage in a long thorax with an 
acute subcostal angle, and is indispensable for the 
accomplishment of an effective vagotomy. 

The advantages of adequate exposure and opera- 
tive thoroughness more than compensate for the 
extra trouble and risk assumed with this type of 
approach. With proper preparation of the patient, 
the risks and complications are not disproportionate- 
ly greater, nor radically different from those of the 
simple abdominal approach. Whether a notable in- 
crease in the percentage of 5-year survivals will 
result in cases of neoplastic disease of the stomach 
will be known after an adequate study of the statisti- 
cal material. The author personally believes that 
modern progress in transthoracic surgery in cases 
of gastric cancer will bring about very marked im- 
provement of the results. 

Joun W. Brennan, M.D. 
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Complaints After Gastric Operations (Beschwerden 
nach Magenoperationen). VicToR HOFFMANN, 
Muench. med. Wschr., 1952, 15: 691. 

Although the Billroth I operation is a more physio- 
logic procedure, the Billroth II procedure does not 
produce results which are inferior to those of the 
former. 

Postoperative complications after gastric oper- 
ations may be classified as follows: (1) inflammation 
or hypersensitivity of the stomach and the small in- 
testines (including the dumping syndrome), (2) ob- 
struction, false route, dyskinesia and fistula forma. 
tion, (3) persistence of the ulcer, (4) malignant de- 
generation, and (5) anemia and underweight. 

Acute gastritis or gastroenteritis caused by endo- 
genous factors can be easily cured by fasting and 
dietary measures. Chronic gastritis, which must be 
differentiated from a marginal ulcer, biliary tract 
disease, or neuritis of the scar and is characterized by 
epigastric pain, chiefly postprandial, should be treat- 
ed with proper diet and an attempt to improve the 
general condition. The rare hemorrhagic gastropathy 
requires diagnostic exclusion of a deep ulcer or can- 
cer, and is treated with Meulengracht’s diet, cod liver 
oil, vitamins, and iron and liver preparations. 

Nutritive hypersecretion, characterized by vomit- 
ing of bile, can be cured by limiting the amounts of 
milk and sugar in the diet. 

The dumping syndrome is attributed by the 
author to cerebral anemia caused by hyperemia of 
the splanchnic area; the latter is due to a sudden 
filling of the jejunum. Careful chewing, slow eating, 
small and frequent meals, and postprandial rest im- 
prove the condition. 

Obstruction may be caused by stenosis, intussus- 
ception, incarceration, volvulus, or too high location 
of the anastomosis. JosEpn K. Narat, M.D. 


Achlorhydria Following Gastric Resection (L’aclo- 
ridria nei resecati gastrici). M. BANCHE. Arch. ital. 
mal. app. diger., 1952, 17: 443. 

The author studied the chloride secretion in 57 
patients who had had a subtotal gastric resection for 
gastroduodenal ulcer. There were 45 men and 12 
women. Fifteen had had gastric ulcers. A Reichel- 
Polya type of resection was performed. 

In two-thirds of the cases a histamine-resistant 
achlorhydria was encountered. In the remainder a 
hypochlorhydria was present. The percentage of 
patients with achlorhydria increases after the first 
year. Achlorhydria was found in 66 per cent of the 
patients operated on for gastric ulcer and in 57 per 
cent of the patients with duodenal ulcer. 

The altered secretion is due to the excision of the 
antropyloric region. It is believed that the achlorhy- 
dria is due to the absence of a stimulus since a good 
portion of the stomach with acid potentialities re- 
mains. The achlorhydria which comes on later is due 
to atrophy of disuse of the acid producing cells and 
to chronic gastritis. Anemia was found more often 
in the patients with achlorhydria. 

Lucian J. Fronput1, M.D. 
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Radiation Injury to the Small Intestine. CLARENCE 
». GARDNER, JR., and WILLIAM G. ANLYAN. Sur- 
gery, 1952, 31: 746. 

Radiation injury to adjacent structures during 
treatment for carcinoma of the cervix or of the 
uterus has always been a complicating factor. The 
rectum, being in closest proximity, is the structure 
most frequently damaged; however, injuries to the 
bladder, the ureters, and the small intestine have 
also been described. 

The radiation injury to the small intestine is es- 
sentially an ulcerating process which may bleed, 
perforate, or cause obstruction to the intestinal 
tract. These complications may occur as late as 12 
years after the radiation treatment. The treatment 
of these sequelae is essentially the same as the treat- 
ment of any other ulcerating or obstructing lesion 
in the bowel. Resection of the damaged section with 
primary anastomosis is usually the ideal treatment. 

Ey Exxiort Lazarus, M.D. 


Diverticulosis of the Small Intestine (La diverticu- 
lose de l’intestin gréle). Maurice BucaILLe. Rev. 
chir., Par., 1952, 71: III. 


Of the diverticuloses of the gastrointestinal tract, 
those of the small intestine are least encountered. 
The incidence at autopsy varies between 3 cases in 
5,000 autopsies and 3 cases in 300 autopsies, depend- 
ing upon the care with which the intestines are ex- 
amined. Insufflation of the intestine is necessary to 
demonstrate the less obvious cases. Distention, 


weakness, and chronic inflammatory conditions of 
the intestinal wall are predisposing factors. Diver- 
ticula can either be single or multiple, affecting 


mainly the jejunum; they are more frequently situ- 
ated along the mesenteric border; they vary in form 
and in size. The largest diverticulum described had 
a diameter of 10 cm. Diverticula of the small in- 
testine are rarely the site of stasis and rarely contain 
formed elements or parasites. The wall of the diver- 
ticula is made either of all the coats of the intestinal 
wall or, less commonly, is formed by mucosal out- 
pocketing. Opinions vary as to the pathogenesis. 
There is strong evidence that many of the cases are 
congenital. A large percentage of the cases reported 
from the Mayo Clinic presented diverticulosis in 
other parts of the gastrointestinal tract; others pre- 
sented also various other congenital anomalies. 
Some cases are undoubtedly acquired. It is stated 
that the diverticula that are invested by the circu- 
lar as well as the longitudinal fibers of the muscu- 
laris are congenital in origin, while those which con- 
tain only a few fibers of the longitudinal muscular 
coat or no muscular fibers at all can be either ac- 
quired or congenital. Of the 122 cases reported from 
the Mayo Clinic, 109 were discovered at autopsy or 
during an unrelated laparotomy. Only 13 presented 
complications related to the condition. 

The subjective symptoms are meager, consisting 
of vague sensations of heaviness to the left or above 
the umbilicus, or, occasionally, borborygmi and 
crampy pains after meals. Occasionally the symp- 
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toms are due to adhesions as a result of a diverticu- 
litis which passed unnoticed. Diverticulitis as such 
is rare because of the ease with which these diverticula 
evacuate their contents. When diverticulitis occurs 
it presents all the signs and symptoms of appendici- 
tis, the pain and discomfort being referred to the 
paraumbilical region. Perforation and hemorrhage 
are rare manifestations but they have been observed 
and described occasionally. 

In the majority of cases the diagnosis is made ac- 
cidentally either with x-rays or during a laparotomy. 
It is rarely made on clinical grounds alone. The un- 
complicated, nonsymptomatic diverticula necessitate 
no treatment. As a general rule, resection of symp- 
tomatic diverticula is advisable if the condition of 
the patient permits such a procedure and if the con- 
dition is limited to a segment of the intestine. 

Najis ABu Haypar, M.D. 


On the So-Called Arteriomesenteric Duodenal Ob- 
struction (Beitrag zum sogenannten arterio-mesen- 
terialen Duodenalverschluss.) R. GEISSENDOERFER. 
Deut. med. Wschr., 1952, 77: 483. 


The arteriomesenteric duodenal obstruction is a 
rare and infrequently diagnosed disease with a 
serious prognosis. It may lead to complete or in- 
complete and permanent or temporary obstruction 
of the duodenum. In routine examinations, Metz 
found duodenal reflux in 4% to 1 per cent of his ex- 
aminations. The syndrome is more frequent at cer- 
tain times as it is related to severe malnutrition. 

By definition the arteriomesenteric duodenal 
obstruction is caused by the superior mesenteric 
artery and is located in the third portion of the 
duodenum with marked dilatation of the proximal 
duodenum and stomach. Frequently the disease 
develops within a few days and ends fatally. At 
autopsy the proximal portions are markedly dilated 
(megaduodenum) and the distal portions of the 
small bowel are in the pelvis. Differentiation must 
be made from the chronic form of arteriomesenteric 
duodenal obstruction secondary to spasms and 
inflammatory processes. 

As far as etiologic factors are concerned, the author 
believes that malnutrition is of utmost importance. 
Even under normal conditions the duodenum is 
somewhat compressed by the superior mesenteric 
artery. The pressure is markedly increased in the 
absence of a normal amount of mesenteric fat. Other 
factors, e.g., lordosis, enteroptosis, postoperative 
changes, and reduced abdominal musculature, may 
contribute more pressure. Also, disturbances of the 
autonomous nervous system are believed to be of 
importance, and all patients observed by the author 
showed signs of a nervous “‘lability.” 

The diagnosis is made clinically from the signs of a 
small bowel ileus and the absence of noticeable ten- 
derness. Usually the symptoms are decreased upon 
change of position. The roentgenographic appear- 
ance is characteristic. 

Most authors agree that the specific therapy is 
positioning (prone on the right side, or the Tren- 
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delenburg) along with nonspecific therapy, e.g., 
gastric suction and the administration of fluids and 
prostigmin. If conservative measures fail, operation 
is indicated. The latter consists mainly of resection 
of the ligament of Treitz and possibly of a duodeno- 
jejunal fistula. 

The author reports on 7 patients, all of whom 
were young asthenic women. The prevention of mal- 
nutrition, in the author’s opinion, is the best possible 
treatment. Kurt BENrIRSCHKE, M.D. 


Basic Principles in the Surgical Treatment of 
Duodenal Ulcers. RicHarp LEwisoun. J. Am. 
M. Ass., 1952, 149: 423. 

Convinced that gastroenterostomy was a com- 
plete failure in many cases of duodenal ulcer, the 
operation of partial gastrectomy was advocated in 
its stead as the surgical procedure of choice for 
duodenal ulcer. Haberer’s technique consisted in 
removing a distal one-half to two-thirds of the 
stomach together with the pylorus and ulcerative 
lesion in the duodenum. 

An intermediate step between gastroenterostomy 
and Haberer’s method of gastric resection is repre- 
sented by Finsterer’s so-called ‘‘Resektion zur 
Ausschaltung.” In this technique the dissection 
was not carried distal to the duodenal ulcer, but left 
the ulcer, the pylorus, and a small part of the antrum 
in situ. The distal part of the antrum was left solely 
in order to guarantee a safe closure of the duodenal 
stump, as the pylorus, a muscular organ, cannot be 
used for that purpose. The excision of the mucosa 
of the antrum in its entirety is not an easy technical 
procedure, especially since severe gastritis is fre- 
quently encountered in the antral mucosa. The 
separation of the mucosa from the underlying mus- 
cularis may result in considerable oozing. Further- 
more, the remaining shell of muscularis and serosa 
may be so thin that spontaneous perforations in this 
prepyloric pocket are likely to occur. This complica- 
tion, which is often called a ‘‘blow-out,” and er- 
roneously attributed to back pressure in the duode- 
num, is probably due to local necrosis in the badly 
nourished tissue of the antral stump. If technical 
difficulties result in the retention of portions of the 
antral mucosa, its hormonal influence persists. 

As regards actual removal of the duodenal ulcer, 
there are at present two schools of thought. The 
first, representing the vast majority, prefers to re- 
move the ulcer in the course of the gastrectomy. The 
second, constituting a smaller group, does not at- 
tempt to remove the ulcer except in those cases in 
which the presence of a freely mobile duodenum 
makes the dissection simple. The safe closure of a 
duodenal stump is the sine qua non for a safe post- 
operative course. When an ulcer is left in situ, the 
operation should be clearly labeled a palliative re- 
section. 

When gastric ulcers are located very close to the 
cardia, the surgeon may be forced to leave the ulcer 
in situ and proceed with the gastric resection distal 
to the ulcer. This form of resection is never classified 


as subtotal gastrectomy, but always is labeled pallia- 
tive resection for gastric ulcer, or a Madlener opera- 
tion. X-ray findings alone cannot be the deciding 
factor with respect to gastric resection. 

In nonresectable duodenal ulcers, simple gastro- 
enterostomy, possibly supplemented by vagotomy, 
is preferred. Gastrojejunal and jejunal ulcers were 
observed much more frequently in cases in which the 
ulcer was left in situ than in those in which it was 
removed at the time of operation. 

LEE PULLEN, M.D, 


Acute Appendicitis in Infants. C.iirrorp D. Ben- 
SON, JOHN J. Coury, Jr., and DoNALD R. Hacce, 
Arch, Surg., 1952, 64: 561. 

The triad of abdominal pain, vomiting, and fever 
in the infant must be considered to be due to ap- 
pendicitis until proved otherwise. 

From this study it appears that appendicitis is 
more frequent in the white than in the negro infant, 
Appendicitis in the infant is also more frequent dur- 
ing the winter and spring months, when upper res- 
piratory infections are more frequent. 

The mortality of appendicitis and its complica- 
tions in the infant has shown a marked reduction 
from 60 per cent during the 5-year period from 1936 
to 1941 to no mortality during the past 10 years, 
from 1941 to 1951. This reduction is attributed to 
the following facts: (a) both parents and physicians 
are now more cognizant of the fact that appendicitis 
can occur in the infant, (b) there is the realization 
that surgical intervention is to be emphasized, and 
(c) the availability and use of the more potent anti- 
biotics, namely, penicillin, streptomycin, and chlor- 
amphenicol (chloromycetin), have played an impor- 
tant role as adjuncts to sound surgical principles in 
the management of these patients. 

The co-operation of the attending and the pediat- 
ric house staffs is highly essential in the treatment 
of this group of sick infants. 

Joun J. MALoney, M.D. 


Appendicitis During the First 2 Years of Life. Wu- 
LIAM H. SNYDER, JR., and LAWRENCE CHAFFIN 
Arch. Surg., 1952, 64: 549. 

From a study of the literature and of 21 cases ob- 
served at the Los Angeles Children’s Hospital, the 
authors are convinced that despite delays in diag- 
nosis, ruptured appendicitis with general peritonitis 
in infants under 2 years of age can be successfully 
treated by appendectomy if the patients are pre- 
pared by replacement of lost fluids and electrolytes, 
the application of gastric suction, the administra- 
tion of antibiotics, blood, and oxygen, and provided 
these measures are continued for 1 or more four-hour 
periods, or until there is clinical improvement, and 
at least 100 c.c. of urine have been secreted. 

The exact amounts of fluids to be administered 
vary with the individual case. In an average four- 
hour period, intravenous injections of 15 c.c. of 
0.45 per cent saline solution in 5 per cent dextrose, 
5 c.c. of blood, and 5 mgm. of terramycin are given 
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for each pound of body weight. No additional salt 
is supplied unless the loss through vomiting or 
diarrhea has exceeded the amount given. Dextrose 
in water is the substitute for saline solution. Potas- 
sium is added as indicated. 

Joun J. Matoney, M.D. 


Reticulosarcoma of the Cecum (Considerazioni su di 
un caso di reticolo-sarcoma del cieco). P. C. Bor- 
sotti and E. MAsentr. Bol. Soc. piemont. chir., 1952, 
21: 309. 

The authors report on a case of reticulosarcoma of 
the cecum occurring in a 12-year-old boy. He had 
been having recurring attacks of pain in the right 
lower quadrant after meals for about 2 months. He 
developed a sudden attack of severe pain in this area 
accompanied by some muscle spasm. He was con- 
sidered to have acute appendicitis and was operated 
upon. 

at operation he was found to have a congested 
and edematous appendix, and a cecal tumor. The 

regional lymph nodes were markedly enlarged. A 

hemicolectomy was performed with an uneventful 

postoperative course. 

The patient was then well for 3 months when he 
gradually began to show signs of recurrence. He was 
given x-ray therapy but to no avail, and died about 
5 months after the operation. The literature on the 
subject is reviewed. Lucian J. Fronputt, M.D. 


Infarction of the Left Colon (Les infarctus du célon 
gauche). M. R. Durour and H. CasBanie. J. méd. 
Bordeaux, 1952, 129: 269. 

In reviewing the literature the author could find 
only 16 cases of infarction of the left colon. Histori- 
cal remarks precede the detailed presentation of one 
of his own cases. 

A 54-year-old female patient was admitted to the 
hospital complaining of sharp abdominal pain in the 
left lower quadrant, vomiting, and abdominal dis- 
tention. These symptoms appeared immediately 
after intake of her breakfast. The temperature, 
blood pressure, pulse rate, as well as the rectal find- 
ings were all normal. An enema, however, returned 
small, but fresh, blood clots. The past history re- 
vealed that the patient was treated medically for an 
attack of left lower abdominal pain 3 weeks prior to 
her admission to the hospital and for an episode of 
thoracic pain followed by hemothorax 2 weeks prior 
to hospital admission. An initial flat plate of the 
abdomen revealed distention of the small and large 
intestine, and a barium enema demonstrated an 
elongated stricture of the sigmoid colon. Insuffla- 
tion of air failed to distend the segment of affected 
bowel, and it was decided to perform a decompres- 
sive cecostomy. On exploration, however, a huge 
infarction was found, involving the proximal portion 
of the sigmoid, the splenic flexure, and the distal 
segment of the transverse colon. The lesion was 
resected and the distal end of the transverse colon 
as well as the proximal end of the sigmoid were 
brought to both ends of the incision as a double 
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colostomy. The recovery was uneventful up to the 
fifteenth postoperative day which was marked by 
an episode of pulmonary infarction with subsequent 
suppuration. This complication, however, subsided 
after the general and local administration of peni- 
cillin. The patient is reported in good health 2 years 
after surgery. 

The question as to why infarctions in the territory 
of the inferior mesenteric vessels are such a rarity 
remains unsolved to the author who does not accept 
the purely vascular etiology of the syndrome. Stim- 
ulated by the findings in the reported case he rather 
thinks in terms of an “infarction disease.” 

Congestion, migration of blood cells into the tis- 
sues, and necrosis anatomically characterize the 
three degrees of infarction. Only the first one is 
reversible. It is almost impossible to determine the 
exact site of infarction purely by clinical means. 
Localized pain, vomiting, obstruction, and especially 
enterorrhagic phenomena have to be considered as 
typical symptoms. Shock was absent in most of the 
cases. The colonic infarction seems to be charac- 
terized by a roentgenologic triad which includes 
intestinal distention proximal to the site of infarc- 
tion, an irregular aspect of a rather long segment of 
intestine presenting parietal thickening and narrow- 
ing of the lumen, and, finally, complete rigidity of 
the involved portion of intestine. This triad, how- 
ever, always should be fitted into the clinical 
picture. Hence, the diagnosis of intestinal infarction 
renders surgical exploration mandatory. The dif- 
ferential diagnosis should rule out peritonitis, ileus, 
and especially acute pancreatitis. 

The chances of successful surgical treatment are, 
even after 36 to 48 hours, increased by the fact 
that infarctions of the colon have a slow evolution. 
The degree of infarction and the general condition 
of the patient determine the type of procedure. If 
the lesion appears to be reversible (eventually after 
the injection of adrenalin or novocain into the 
mesointestine) a conservative attitude is justified, 
and the postoperative management should include 
perfusions of saline solution containing adrenalin 
or novocain (100 c.c. of 1 per cent novocain in 24 
hours), antibiotics, and the use of anticoagulants. 
Irreversible changes, however, call for resection of 
the lesion. In contrast to exteriorization which is an 
easy and adequate procedure in poor risk patients 
with infarctions of the small intestine, it is advisable 
to resect the lesion and perform a double colostomy 
in cases of colonic infarction. The Hartmann type of 
operation is also of value in the treatment of low 
situated lesions. The continuity may be re-estab- 
lished at a later date, and in certain cases an ileo- 
cecorectoplasty may be employed as a reconstructive 
procedure. R. ScHOBINGER VON SCHOWINGEN, M.D. 


Carcinoma of the Colon. Henry K. Ransom. Arch. 
Surg., 1952, 64: 707. 


This is a follow-up of a report previously made by 
Coller and Vaughan in 1945 in which they discussed 
certain aspects of the treatment of carcinoma of the 
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colon at the University of Michigan during the pre- 
ceding 5-year period. They considered in detail a 
series of 173 consecutive cases of colonic carcinoma, 
exclusive of lesions of the rectum, treated by all 
forms of surgical procedure other than abdomino- 
perineal resection. The following conclusions were 
drawn: 

1. At the time of operation 16.2 per cent of the 
patients presented lesions too far advanced for any 
type of resection, and for these patients only pallia- 
tive decompression or short-circuiting procedures 
could be carried out. 

2. Resection was feasible in 83.8 per cent of the 
cases; of the patients in whom resection was per- 
formed, 19 per cent had gross metastases in the liver 
or peritoneum, and hence these resection operations 
were palliative in nature. 

3. In 112 cases, or 64.7 per cent, there was no 
gross evidence of carcinomatous spread beyond the 
regional lymph nodes; in this group permanent ar- 
rest of the disease appeared to be a possibility. 

4. There was only 1 operative death in the group 
of cases in which there was a chance for cure; oper- 
ative deaths otherwise occurred in advanced cases 
following heroic attempts to remove widespread 
disease. 

5. The resection mortality was 4.1 per cent and 
the over-all mortality 7.5 per cent. 

The present report is concerned with the late re- 
sults of definitive surgical treatment and includes 
those patients with carcinoma of the colon who were 
successfully treated by extirpation of the lesion and 
discharged from the hospital alive during the years 
1934 to 1949, inclusive. During the period under 
consideration treatment was carried out by definitive 
surgical procedures in 448 cases, excluding operative 
deaths. These cases were restricted to single lesions 
of the colon. For convenience the colon has been arbi- 
trarily divided into three main anatomic segments or 
zones, i.e., the right colon, including the cecum, 
ascending colon, and hepatic flexure; the midcolon, 
comprising the transverse colon and splenic flexure; 
and the left colon, made up of the descending colon, 
the sigmoid, and the rectosigmoid junction. In 96 
of the cases the operative procedure was only pallia- 
tive. Eighty-seven (90.6%) of these patients have 
since died; 60 per cent lived 1 year or less, and g2 
per cent lived 2 years or less. Seven patients lived 
from 3 to 7 years. Patients who exhibited hepatic 
metastasis at the time of operation lived a somewhat 
shorter period than those with local irremovable 
extension only. 

Of the group of 352 patients who had operations 
for cure, 72 per cent lived 3 years, 63 per cent 5 
years, 48 per cent 10 years, and 38 per cent 15 years. 
With 5-year survival as the criterion for assess- 
ment, no difference could be determined in the be- 
havior of cancers of the right colon, the midcolon, 
and the left colon. Metastasis to regional lymph 
nodes altered the prognosis unfavorably, the noxious 
effect becoming progressively greater from the sec- 
ond to the fifth year. Invasion of pericolic adipose 


tissue by neoplasm likewise exerted an unfavorable 
effect upon 5-year survival rates. This was slightly 
less marked than in the case of lymph-node involve. 
ment. 

When neoplasms were classified according to the 
three commonly observed histological types— 
adenocarcinoma, papilliferous adenocarcinoma, and 
adenocarcinoma mucosum—relatively little differ. 
ence in behavior was observed for the first 2 years, 
By the end of the fifth year the adenocarcinoma 
mucosum was found to have the lowest survival rate. 

Patients with multiple nonsimultaneous primary 
carcinoma did unusually well. The findings empha- 
size the importance of careful check-up examination 
of patients who have survived an initial resection, 
Should one or more new neoplasms be discovered, 
their removal may very well be associated with a 
clinical cure. In cases of multiple simultaneous 
primary carcinoma, the results were poor. Reresec- 
tion for recurrence is occasionally feasible and 
worth while, but such operations are nearly always 
merely palliative in nature. 

LERoy J. KLernsAsser, M.D. 


A New Point of View of the Operative Treatment of 
Prolapse of the Rectum (Neuere Gesichtspunkte 
bei der operativen Behandlung des Mastdarmvor- 
falles). D. SARAFOFF. Chirurg, 1951, 22: 211. 


The author discusses the technical details of a new 
method of treating annular cicatrices. The case 
which gave rise to this discussion is reported. 

A 72-year-old woman sought relief from symptoms 
arising from extreme uterine and rectal prolapse. At 
the age of 16.5 years, during her second delivery, she 
suffered a deep third degree tear of her perineum, the 
constrictor muscles of her rectum and anterior rectal 
wall being lacerated far above the anal sphincters. 

She was operated upon, but the rectal prolapse 
recurred. She developed fecal incontinence. 

During her third delivery, extraction of the child 
was possible only after rupture of the scar tissue 
between the vagina and the rectum. 

During the next year the rectal prolapse increased 
markedly in size and urinary incontinence developed. 

Before the age of 25, the patient developed a de- 
scensus of the bladder and a marked prolapse of the 
uterus in addition to the rectal prolapse. 

On May 25, 1940, at the age of 72 years, she was 
admitted to the hospital and was first seen by the 
author. 

At this time, physical examination revealed an 
extreme degree of uterine and rectal prolapse. The 
perineum, as such, did not exist. It consisted only of 
a faint line of tissue between the vaginal and anal 
apertures. When the rectal prolapse was reduced, 
the anal ring was stretched wide open and no sphinc- 
ter ani could be palpated. No levator ani muscle 
could be identified. When the patient stood up, both 
prolapsed uterus and rectum dangled between the 
thighs. 

After 6 days of treatment with rest in bed, 
strophanthin, and glucose, an anterior colporrhaphy 
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was performed. A large portion of the anterior 
vaginal wall was resected and the wound edges were 
closed with double tobacco-pouchlike sutures at 
the base of the bladder. The uterine cervix was 
amputated. While attempting to remove the entire 
cicatrix on the posterior wall of the vagina, the 
abdominal cavity was opened. The peritoneal edges 
clinging to the scar were sutured. The lower border 
of the levator ani muscles could be seen firmly 
imbedded in the compact scar tissue. The edges of 
the muscle were approximated and sutured and the 
mucous membrane of the vagina was closed over the 
line of suture. The patient stood the operation well. 
The cystocele, uterine prolapse, and the urinary in- 
continence were corrected, but the rectal prolapse 
recurred. 

Three weeks later, under local anesthesia, an 
attempt was made to correct the rectal prolapse. 
This proved impossible at the time, for the sphincter 
ani could not be found and the levator ani muscles 
were found to have been severed at the previous 
operation. 

Two months later, another attempt to correct the 
rectal prolapse was carried out under local anesthesia. 

An incision beginning to the left of the anal ring 
was carried around the anal opening about 1 cm. 
from the mucocutaneous border. The rectum was 


dissected from the surrounding tissues for the dis- 
tance of about 5 cm. and this portion was excised. The 
overstretched, paper-thin muscular layer of the 
rectum allowed itself to be folded in by means of 
catgut sutures. Care was taken not to damage the 
outer side of the rectal tube. A tonguelike skin graft 
was fashioned according to the method of Heller and 


led into the rectum. The edges of the mucous 
membrane and skin were sutured with catgut 
sutures. 

The purpose of the skin graft was to cover the 
defect caused by the excision of the redundant rectal 
mucous membrane, and restore the nerve and blood 
supply to the rectal wall. 

On the seventh postoperative day, the patient got 
up out of bed of her own accord and the skin grafts 
became detached. Another operation, to reanchor the 
skin grafts, was carried out. This time the patient 
remained in bed and the operative wound healed. 


Thirty days after the last operation, the patient 


was well healed. The uterine and rectal prolapses 
had been corrected and the urinary and rectal 
incontinence had been cured. 

In 2 other patients treated for anal stricture un- 
successfully by the Whitehead operation, the author 
used this technique and cure was obtained. In 3 
other patients with postoperative deformity without 
stenosis, he applied the same technique successfully. 

The operative treatment of anal stricture by the 
skin graft method of Heller restores the nerve and 
circulatory supply of the rectal tube and thereby 
corrects the sensory incontinence which results from 
rectal prolapse and certain unsuccessful management 
such as an unsuccessful Whitehead operation. 

BLACKWELL MARKHAM, M.D. 
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Physiological Operation for Idiopathic Congenital 
Megacolon (Hirschsprung’s Disease). Davin 
State. J. Am. M. Ass., 1952, 149: 350. 

A series of 15 patients with Hirschsprung’s disease 
were subjected to fluoroscopic and roentgenographic 
examinations after the administration of a barium 
enema. These physiological studies revealed a nor- 
mal appearing rectum, a narrowed segment of the 
rectosigmoid and sigmoid portions of the colon, 
marked dilatation and absence of peristaltic waves, 
and normal haustral markings of the descending 
colon, sigmoid, and variable portions of the left side 
of the transverse colon. Active peristalsis and nor- 
mal haustral markings of the cecum and the ascend- 
ing colon and right side of the transverse colon were 
seen. 

Surgical exploration revealed that the differences 
between the right and left side of the colon were 
marked and corresponded to the roentgenographic 
findings. The surgical procedure employed con- 
sisted of a one-stage transabdominal operation in 
which the narrowed terminal segment of the sigmoid 
and portions of the colon showing no peristaltic 
activity roentgenographically were removed. The 
residual part of the large bowel (ascending colon or 
right side of the transverse colon) was then anas- 
tomosed to the upper portions of the rectum, 6 to 10 
cm. from the anal margin. This operation was per- 
formed on 15 patients; there were no deaths. Four- 
teen patients were greatly benefited, but the other 
patient had to resort to enemas on several occasions 
since operation. The follow-up period ranged from 
6 months to 3 years. 

In discussing the advantages of this procedure over 
the Swenson pull-through procedure, the point is 
stressed that the rectum is saved and damage to the 
nervi erigentes is eliminated. 

Harotp LaurMan, M.D. 


Carcinoma of the Rectosigmoid and the Upper 
Part of the Rectum. Epwarp S. Jupp, Jr., and 
NicHoLas J. BELLEGIE. Arch. Surg., 1952, 64: 697. 


Combined abdominoperineal resection remains 
the operation of choice in the majority of cases of 
carcinoma of the rectum. 

The recurrence rates in 282 cases following an- 
terior resection were studied; included as recur- 
rences were all forms of recurrences and metastatic 
lesions in these cases. The usual rates given in the 
literature for combined abdominoperineal resection 
are not as inclusive. From this study the following 
observations were made. 

1. For lesions situated from 16 to 20 cm. from the 
dentate line of the anus, anterior resection can be 
accomplished at low risk, with an excellent 5-year 
survival rate and a recurrence rate of only 16.4 per 
cent. 

2. For lesions situated 11 to 15 cm. from the den- 
tate line, anterior resection is followed by a 5-year 
recurrence rate of 30.2 per cent. 

3. For lesions 10 cm. or less from the dentate line, 
the 5-year gross recurrence rate in this series was 
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41.7 per cent. This has led the authors to restrict 
their use of the operation sharply when lesions were 
in this situation. 

4. Recurrence of the carcinoma within the bowel 
was found to be about twice as frequent as that in 
the pelvis. 

Properly performed, low anterior resection con- 
trols the upward and the lateral zones of spread in 
exactly the same fashion as does combined ab- 
dominoperineal resection. Adequate removal of the 
bowel below the carcinoma rests directly with the 
surgeon. 

The first operation is the “golden moment.” 
Treatment for recurrent rectal carcinoma can rarely 
be as aggressive as the surgeon would desire. 


Extirpation of the Rectum by the Sacroabdominal 
Approach (Ueber die sacro-abdominelle Rec- 
tumexstirpation). K. H. Bauer. Chirurg, 1952, 4: 
145. 

The author favors a radical attitude in the surgical 
treatment of carcinomas of the rectum. Conserva- 
tion of the anal sphincter is considered inadequate 
and, whenever possible, “en bloc’’ extirpation of the 
rectum and mesorectum should be carried out. The 
author employed the following technique in 116 of 
433 cases of carcinoma of the rectum during the last 
9 years at the Universitaets Klinik in Heidelberg. 

The sacroabdominal approach has several ad- 
vantages over the various other techniques. The 
procedure is completely aseptic from incision to 
closure; no attention need be paid to the vascular 
supply of the rectum; the conditions of wound closure 
are ideal; the passage of flatus is rendered possible in 
the immediate postoperative period; and the wide 
monobloc extirpation of the rectum, mesorectum, 
and lymph nodes ensures a highly radical operation. 

The intestinal tract is prepared preoperatively by 
the administration of cathartics, enemas, and then 
opiates. Endotracheal anesthesia with nitrous oxide 
and oxygen is administered. The Voelcker-Westhues 
position (body supported by the anterior aspect of 
the thighs and thorax with free space underneath the 
abdomen) allows the abdominal content to fall back. 
The operation, therefore, is carried out in a prac- 
tically empty pelvis. The posterior, longitudinal in- 
cision excising the anus is followed by exarticulation 
of the coccyx. The first very important operative 
maneuver consists of a longitudinal, 2 to 3 cm.-long 
incision into the posterior rectal fascia, through 
which small opening the left index finger then sep- 
arates the mesorectum from the sacrum. The cleav- 
age is pushed as high as the promontorium and then 
laterally. There is almost no bleeding if the correct 
line of cleavage is encountered. This step is followed 
by the second important surgical maneuver. It con- 
sists in pushing the left index finger laterally on both 
sides below the levator muscles which are transsected 
downward and very close to the internal spincter. 
The rectum is then liberated from its anterior at- 
tachments by the following third surgical maneuver. 
The right index finger is located on the posterior 


surface of the prostate and guides the left hand in its 
search for the correct line of cleavage between the 
rectum and structures such as the prostate, urinary 
bladder, and posterior urethra. The rectum is then 
turned over to the outside of the sacrum after hay- 
ing been separated from the urethral bulb and anal 
ring. The Douglas pouch is developed by sharp and 
blunt dissection, and incised. The incision, which in 
view of the future closure of the pelvic peritoneum 
should stay as near as possible to the rectum, is pro- 
longed to the promontorium on both sides. The 
amputated segment of rectum is wrapped into gauze 
and pushed through the peritoneal opening into the 
abdominal cavity. One drain is left in the presacral 
space and a second one is placed above the prostate, 
since occasionally some bleeding may occur from the 
prostatic plexus. The pelvic floor and the skin in- 
cision are approximated by a few interrupted sutures, 
The patient is then turned over and positioned in 
slight hyperextension. The abdomen is entered 
through a left pararectal incision, the rectum 
drawn to the outside of the abdomen to develop 
the superior hemorrhoidal vessels which are ligated, 
and the mesosigmoid is mobilized as high as neces- 
sary to avoid any loop formation of the intestine be- 
low the site of the colostomy. The closure of the 
pelvic peritoneum and the peritonealization of the 
mesosigmoid are realized by interrupted catgut 
sutures. A few stitches anchor the sigmoid colon to 
the peritoneum, and the abdominal wound is closed 
and dressed in the usual manner. Only at this mo- 
ment is the transsection of the colon carried out at 
approximately 5 cm. above the skin level. The in- 
sertion of an intestinal tube prevents postoperative 
ileus and contamination of the wound by fecal ma- 
terial. The intestinal tube is removed on the third 
day, the two drains are removed on the sixth day, 
and the urethral catheter is removed on the sixteenth 
postoperative day. The excess of protruding colon 
may be trimmed at a later date if this is desired. 
R. SCHOBINGER VON SCHOWINGEN, M.D. 


LIVER, GALLBLADDER, PANCREAS, 
AND SPLEEN 


A Study of the Morphologic and Functional Chang- 
es in the Liver in Posttraumatic States (Etude 
des modifications morphologiques et fonctionnelles 
du foie dans les états posttraumatiques). FRAN- 
cois Moyson. Acta. chir. belg., 1952, 2: 156. 


This is the first of a series of articles on changes in 
the liver in posttraumatic states. The material is 
organized into three chapters, of which the present 
material covers only the first. The literature on 
shock, trauma, and their effects on the liver is ex- 
tensively reviewed. The second portion of this first 
chapter simply reports the technical methods used 
in studying the circulation, morphologic anatomy, 
glycogen content, detection of phosphatase, detec- 
tion and titration of nucleic acid, titration of phos- 
phates, titration of the phosphatase activity, and 
the titration of blood sugar. 





SURGERY OF THE ABDOMEN 


The chapters to follow will report the results of 
the investigative work. 
Tuomas C. Douctass, M.D. 


Experimental Studies Regarding the Ligature of 
the Hepatic Artery and Anastomosis Between 
the Hepatic Artery and the Portal Vein (Etude 
expérimentale des ligatures de l’artére hépatique et 
de Vanastomose entre artére hépatique et veine 
porte). P. MALLET-Guy, J. Feroip1, G. Devic, M. 
GANGOLPHE, and R. ALMASQUE Depeu. Lyon chir., 
1952, 47: 155. 

The authors present an experimental study of the 
effects of ligation of the hepatic artery followed by 
arterialization of the portal vein by an anastomosis 
between the proximal portion of the hepatic artery 
and the portal vein. Investigations were carried out 
on 94 dogs during the period between March, 1949 
and October, 1951. 

The arterial blood supply to the liver can be com- 
pletely suppressed by ligature of the common he- 
patic artery and its gastroduodenal and pyloric 
branches. Deaths occur constantly from generalized 
liver necrosis. Death from necrosis appears to be 
related in part to infection by anaerobic organisms 
normally present in the biliary tract. 

The administration of penicillin usually protects 
the liver against necrosis. In the authors’ experi- 
ence, antibiotic therapy can be discontinued after 8 
days without further damage to the liver. In such 
instances the integrity of the hepatic cells is neces- 
sarily supported only by the portal flow which is 
therefore a factor in regeneration. 

In another group of experiments it could be shown 
that without the use of penicillin, necrosis of the liver 
does not occur after ligation of all the hepatic arter- 
ies if the portal venous flow has been arterialized by 
an arterial venous shunt. This confirms the supposi- 
tion that the portal venous blood supply alone is suf- 
ficient to maintain viability of the liver tissue. The 
authors suggest the use of this concept for patients 
with severed hepatic arteries. 

OrviIL_Le F. Grimes, M.D. 


Surgical Indications in “Silent” and Fulminant 
Cholecystolithiasis. B.O. C. Pripram. J. Am. 
M. Ass., 1952, 149: 245. 

The clinical conception of “silent lithiasis” is well 
founded and is explained by the fact that the mucosa 
of the fundus of the gallbladder is a silent, insensitive 
zone. Within this zone stones may lie indefinitely 
without causing any clinical symptoms. The appear- 
ance of pressure syndromes and pain indicates that the 
stones have shifted to the sensitive zone in the neck 
of the gallbladder at the opening of the cystic duct. 
In this area is the trigger zone for the typical gall- 
stone attack and all its spastic syndromes. The com- 
mon gallstone attack is caused by a stone that has 
slipped into or passes through the cystic duct. No 
pain or any sensation is felt when a stone passes 
through the papilla into the duodenum. The colic 
attack caused by a stone in the common duct is due 
to an increased pressure in the bile duct following an 
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obstruction in the papilla. Provided no obstruction 
occurs, a stone in the common duct may also be 
silent. 

The author does not believe that the indications 
for operation in acute cholecystitis are comparable 
to those of acute appendicitis, that is, emergency 
surgery is not indicated. He believes that the pa- 
tient should be well prepared with sedation, fluids, 
and electrolytes, and after 3 or 4 days surgical in- 
tervention can be instituted. This is true primarily 
because acute cholecystitis is not a bacterial infec- 
tion but a manifestation of obstruction of the cystic 
duct. 

The author believes that cholecystectomy in acute 
cholecystitis is often a dangerous and difficult opera- 
tion, and cholecystotomy has poor results as shown 
by long follow-up. He believes the operation of 
choice is electrosurgical dissection (mucoclasis), 
which gives highly satisfactory results in all badly 
infected and poor-risk patients. 

Ey Extiotr Lazarus, M.D. 


Preservation of the Gallbladder in the Treatment 
of Cholelithiasis (La cholécystendése dans la 
lithiase vésiculaire). Paut LArGet. Sem. hép. Paris, 
1952, 28: 510. 

The author presents data pertaining to 10 patients 
upon whom simple cholecystotomy was done for the 
purpose of removing gallbladder stones. The survey 
covered a 14-month period. 

The treatment of cholelithiasis by simple removal 
from the gallbladder rather than by cholecystectomy 
is suggested by the author to be the treatment of 
choice in certain instances. The clinical requirements 
for the success of this procedure are (1) that there be 
no infection within the gallbladder, (2) that no ob- 
struction exist in the extrahepatic biliary system, 
and (3) that the gallbladder be anatomically and 
roentgenographically normal. Under these condi- 
tions the author believes that simple removal of the 
calculi through an incision in the fundus of the gall- 
bladder is attended by uniformly good results. 
Postoperative roentgen studies were made of a num- 
ber of the patients and in each a normally function- 
ing gallbladder was demonstrated. 

ORVILLE F. Griwes, M.D. 


Recurring Biliary Calculi Following Cholecystec- 
tomy (Della calcolosi biliare recidiva dopo colecis- 
tectomia). VALERIO REGGIANINI. Arch. ital. mal. 
app. diger., 1952, 17: 401. 

The author reports 2 cases of recurring biliary cal- 
culi in the common duct following cholecystectomy 
performed 16 and 6 years before. The previous sur- 
gery had been done in another hospital. During this 
time 33 cases of common duct stone were seen. In 
the past 12 years 309 cholecystectomies were per- 
formed at this clinic with no recurrence of biliary 
calculi. 

The recurrence of biliary calculi following chole- 
cystectomy is considered rare only because the diag- 
nosis is difficult. 





468 


A positive diagnosis will be possible when cholan- 
giography is performed preoperatively and postop- 
eratively in a routine manner. However, a long 
lapse without symptoms, and the different quality of 
the calculi found at operation are factors which make 
the diagnosis probable. 

The author believes that when the factors which 
favor formation of calculi recur in a patient who has 
had a cholecystectomy, the stone formation will 
recur. 

In the attempt to cure recurring common duct 
stones it is most important to resort to proper prep- 
aration of the patient, and to restore good hepatic 
function if possible. After proper preparation, the 
patient is usually operated upon for biliary obstruc- 
tion. Lucian J. Fronputi, M.D. 


Compressions of the Common Bile Duct by Chronic 
Pancreatitis (Compressions cholédociennes par 
pancréatite chronique). P. MALiet-Guy, L. Etc- 
HOLZ, and R. ALMASQUE DEpEv. Lyon chir. 1952, 
47: 279. 

The study undertaken here includes only those 
cases of obstruction of the common bile duct in 
which an inflammatory tumefaction and induration 
of the head of the pancreas can be elicited, and in 
which there is definite deformity or obstruction of 
the common bile duct, without calculi. 

Among 1,575 cases of exploration of the biliary 
tract under manometric and roentgenographic con- 
trol, 36 cases of compression of the common bile 
duct by a chronically inflamed pancreas were found. 
Of these, 2 cases presented complete stenosis, 18 
cases presented relative stenosis, and 16 cases pre- 
sented compression without stenosis. 

In cases of complete obstruction the treatment 
consists of cholecystectomy and choledochoduoden- 
ostomy. In the cases of partial stenosis the symp- 
toms are characteristic; they consist of biliary crises, 
similar to those of choledocholithiasis, with inter- 
mittent attacks of pain, chills, fever, and jaundice; 
occasionally, pain is the only manifestation. The 
x-ray films reveal marked deformity of the common 
bile duct and dilatation of the proximal part. 

In the cases of compression without stenosis, there 
is no elevation of the pressure in the biliary tracts. 
These seem to be the precursors of the preceding 
group with relative stenosis; they are also often 
associated with attacks of biliary colic, chills, and 
fever. 

Inflammation of the head of the pancreas is often 
associated with choledocholithiasis. When the duo- 
denal curvature is exaggerated, with signs and 
symptoms of pancreatitis and biliary colic, the con- 
dition can be due to pancreatitis alone, choledocholi- 
thiasis alone, or both. Exploration and digital palpa- 
tion does not give a conclusive answer. Diagnosis is 
made only by manometric studies and x-ray studies 
of the biliary tree. The compression, however, can 
be due to carcinoma of the pancreas or tumor of the 
ampulla of Vater. The author believes that these 
conditions produce a deformity of the common bile 
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duct which is completely different from those ob- 
served in compressions due to benign lesions. 
The author believes that external drainage of the 
obstructed biliary tree is unwise, and that internal 
drainage is the treatment of choice. Choledocho- 
duodenostomy is the preferable type of anastomosis; 
cholecystoduodenostomy is advisable only when the 
gallbladder is not diseased and choledochoduodenos- 
tomy is not practical. Najrp Asu-Haypar, M.D. 


The Possibilities and Limitations of Chemical or 
Pharmacodynamic Methods to Relieve Ob- 
struction of the Main Biliary Tract (Possibilités 
et limites des méthodes de désobstruction de la voie 
biliaire principale par moyens chimiques ou phar- 
maco-dynamiques). J. SENEQUE, MaRcEL Rovx, 
and Cu. CHATELIN. J. chir., Par., 1952, 68: 340. 


The local or general condition of the patient with 
obstruction of the main biliary tract may contraindi- 
cate removal of the stone from the common duct 
even if a calculus is demonstrated by roentgeno- 
manometry done in the course of the operation. In 
such instances one must resort to conservative 
measures. Only the size of the stone or the rigidity 
of the papilla may interfere with good results from 
Pribram’s method which is based on injections of 
ether and oil into the biliary ducts. Ether probably 
has an effect on the dynamic factors of the biliary 
tract while oil is a choleretic agent. 

The authors supplement Pribram’s method with 
the administration of pharmacodynamic substances 
which produce relaxation of the sphincter of Oddi and 
augment the biliary secretion. Atropine, aminophy]l- 
line, or sodium dehydrocholate are representatives of 
such substances. 

The corrosive action of ether upon rubber should 
be kept in mind. Therefore, only new drains in per- 
fect shape should be used. The addition of alcohol to 
ether raises the boiling point of the mixture. Con- 
currently with intraductal injections of ether and 
alcohol, followed by injections of olive oil, either 
aminophylline or sodium dehydrocholate is adminis- 
tered intravenously on alternate days. 

In 8 of 9 cases of obstruction of the common duct 
the authors obtained good results with this method. 
The prolonged treatment is the drawback of this 
method, but perseverance is usually well rewarded. 

Josepu K. Narat, M.D. 


The Value of Cholangiograms During Biliary Tract 
Surgery. DonaLp Hicut and James R. LINGLEY. 
N. England J. M., 1952, 246: 761. 


The authors reviewed a series of 115 cases in 
which cholangiograms were taken during operation 
on the extrahepatic biliary tract. They discussed the 
indications for and against operative cholangiograms 
and the value of routine survey films of the common 
duct. 

The x-ray equipment and the details of the tech- 
nique that is employed at their hospital in taking 
operative cholangiograms are described. With the 
aid of modern equipment and their technique, films 
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of good quality can now be obtained almost routine- 
ly. With such films errors in interpretation can be 
minimized. The radiologist considered 83.4 per cent 
of the films in this series of 115 cholangiograms to be 
satisfactory. The films were diagnosed as positive 
in 27 or 23.4 per cent of the cases, and a negative 
diagnosis was made in 78 cases. Two errors in the 
latter group were discovered by postoperative 
cholangiograms that revealed residual stones. 

Cholangiograms made during the postoperative 
period are believed to be a valuable check when 
there is any doubt that all stones have been re- 
moved from the common duct. 

The authors believe that, although operative 
cholangiograms may not always be infallible, they 
can be made .quickly and can be of such quality 
that the radiologist can make a highly accurate in- 
terpretation. This information is of great value in 
avoiding needless exploration of the common duct. 
When stones are present, a fairly accurate method of 
examination is available to determine when all 
stones have been removed. The reliability of this 
method of examination of the common duct is con- 
sidered such that at the Worcester Memorial Hos- 
pital, Worcester, Massachusetts, cholangiograms are 
made almost routinely during operations on the ex- 
trahepatic biliary tract. RosertT TuRELL, M.D. 


Two Contributions on Injuries of the Pancreas, 
with a Suggestion of Predigestion of Food by 
Duodenal Juice from Relatives in the Absence 
of Digestive Ferments of the Stomach, Liver, 
and Pancreas (Zwei Beitraege zu den Verletzungen 
der Bauchspeicheldruese, nebst Vorschlag zur Vor- 
verdauung der Nahrung durch den Duodenalsaft 
Verwandter bei Ausfall der Verdauungsfermente von 
Magen, Leber und Pankreas). Fritz FELSENREICH. 
Wien. med. Wschr., 1952, 102: 215. 


The author reports 2 cases of laceration of the 
caudal portion of the pancreas, one caused by a car 
accident and the other by a shot injury. 

The first case is of special interest. In addition to 
the crushing injury of the pancreas, the left lobe of 
the liver was torn off. As the general condition was 
too precarious to risk removal of the caudal portion 
of the pancreas, only hemostasis was performed and 
two thick drains were inserted in the liver and the 
pancreas. 

The postoperative course was stormy. A sub- 
phrenic abscess developed and drained from the 
fourth until the seventh week. Feeding by mouth 
was impossible as all ingested food was vomited, evi- 
dently because of the purulent inflammation of the 
tissues surrounding the stomach. An attempt was 
made to feed the patient through a duodenal tube; 
however, the food ingested in this way was poorly 
digested because of the absence of secretions from the 
stomach, pancreas, and liver. Between 700 and 
2,300 c.c. were discharged daily through the pancreas 
drain. These secretions were collected and used to 
predigest the food ingested by the duodenal tube. 
However, this procedure became impossible after the 
development of the subphrenic abscess because the 
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collected pancreas juice was mixed with large quan- 
tities of pus. At the same time’complete acholia de- 
veloped, and the patient became rapidly cachectic. 

In this desperate situation, in the absence of gas- 
tric, liver, and pancreatic secretions, the food was 
predigested by the duodenal juice of the patient’s 
daughters. From 200 to 300 c.c. of duodenal juice 
were collected daily with the duodenal tube and 
mixed with the food, and the predigested food was 
then given to the patient with another duodenal 
tube. 

The success of the procedure was spectacular. In 
spite of the development of a large retroperitoneal 
abscess, the patient gained 13 pounds and finally re- 
covered. WERNER M. Sormitz, M.D. 


Experimental Production of Pancreatitis with 
Ethionine. Ary Lopes pE ALMEIDA and Morton 
I. GRossMAN. Gastroenterology, 1952, 20: 554. 


Ethionine, the ethyl analogue of methionine, has 
been given to dogs, cats, and monkeys, which has 
resulted in the production of acute pancreatitis char- 
acterized by focal or diffuse necrosis of the acinar 
cells, interstitial inflammatory reaction, and fat 
necrosis. No lesions of the ducts, blood vessels, or 
islets were seen. 

Simultaneous stimulation of the pancreatic se- 
cretion with food or urecholine did not significantly 
augment the effectiveness of ethionine in producing 
the pancreatitis. In addition to the lesions in the 
pancreas, oral and gastrointestinal hemorrhages, ul- 
cerations of the rectum, and fatty changes in the 
liver and kidneys were observed. 

Periodic blood enzyme determinations were made 
in the dog during the course of ethionine adminis- 
tration. A sharp rise of blood amylase and lipase 
accompanied the development of the pancreatitis 
here described. 

The pancreatic secretion was studied under vari- 
ous conditions and at different stages in the produc- 
tion of the pancreatitis. When a single dose of 
ethionine was given during the course of an acute 
experiment, impairment of the secretion was seen 
only in the dogs receiving both urecholine and secre- 
tin for stimulation and not in the ones that received 
only secretin, and the impairment observed was 
related to the enzyme secretion, the volume and 
bicarbonate output remaining unaffected. In con- 
trast to this selective depression of the enzyme 
secretion, the animals which had received ethionine 
for a number of days showed a tendency toward 
depression of all the components of the pancreatic 
juice. 

In the pancreatic juice of dogs at different stages 
of development of pancreatic damage, active trypsin 
was not found more frequently or in larger amounts 
than in normal dogs. 

A possible clinical counterpart of the pancreatic 
damage seen in animals on low protein diet exists in 
the many reports that have appeared in the last few 
years on the occurrence of pancreatic damage as- 
sociated with malnutrition. The high incidence of 
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alcoholism among patients with acute and chronic 
pancreatitis and the known association between 
alcoholism and protein deficiency offers another 
clinical example of a possible relationship between 
protein metabolism and pancreatic damage. All of 
the experimental and clinical studies indicating the 
existence of a relationship between the protein 
metabolism and pancreatic damage point to this 
factor as a possible etiologic agent in the produc- 
tion of pancreatitis. CuaRLEs Baron, M.D. 


Islet Cell Tumors of the Pancreas. ALLEN O. WuHIP- 
PLE. Canad. M. Ass. J., 1952, 66: 334. 


Hyperinsulinism, in different grades, is manifested 
by as great a variety of nervous symptoms as are 
seen in patients with varying overdosages of insulin. 
This syndrome may be divided into three categories: 
(1) the functional; (2) the secondary, caused by 
dysfunction of other endocrine glands—notably the 
pituitary, the adrenal, and the thyroid—and by cer- 
tain hepatic lesions; and (3) the type caused by func- 
tioning tumors of the islet tissue of the pancreas. 
Hyperinsulinism caused by functional islet cell 
tumors differs from the other two varieties, for two 
reasons: (1) the hypoglycemia in the fasting state, 
caused by the hyperinsulinism, is severe, below 50 
milligrams per cent in practically all the cases; (2) 
the only curative therapy is surgical. 

In the author’s series of 39 patients explored, he 
found 43 tumors: 27 adenomas, 3 adenomatoses, 9 
questionably malignant tumors, and 4 carcinomas, 
one of them nonfunctional. Multiple adenomas are 
found more often in the tail of the pancreas, almost 
as frequently in the head, and somewhat less fre- 
quently in the body. The great majority of adenomas 
are not large, averaging 1.5 cm. in diameter. They 
have a firmer consistency than the surrounding nor- 
mal pancreas, and because of their extensive capil- 
lary network they have a pinkish or pinkish-violet 
color as compared to the ivory-colored pancreas. 
They are most difficult to find if situated in the cen- 
tral part of the head. Palpation is the surest way of 
finding them, but in order to examine all parts of the 
organ, the pancreas has to be partially mobilized by 
dividing the peritoneum at the lower border of the 
organ and along the right margin of the duodenum. 
Adenomas are readily enucleated from the surround- 
ing pancreatic tissue. The true carcinomas are infil- 
trating, invasive growths. The adenomatoses give an 
indurated feel and require partial pancreatectomy. 

Symptomatology. The clinical picture of hyperin- 
sulinism and hypoglycemia is that of chronic disease 
characterized by periodic attacks of nervous dis- 
orders coming on at irregular intervals. Characteris- 
tically, the attacks occur during the fasting period 
or after severe exertion. They are relieved promptly 
on the administration of glucose solutions. The 
symptoms of this syndrome are as various and var- 
iable as those caused by an overdosage of insulin. 
Usually the patient follows the same individual pat- 
tern during subsequent attacks. It is interesting that 
the severity of symptoms does not necessarily cor- 


respond to the degree of hypoglycemia in different 
individuals or at different times in the same indi- 
vidual; nor does the size of the tumor determine the 
severity of the symptoms. 

Differential diagnosis. Inasmuch as hyperinsulin- 
ism and hypoglycemia are found in conditions other 
than islet cell tumors, it is most important to rule 
out such conditions before considering the possibility 
of an islet cell tumor and advising surgery. The func- 
tional types do not have as low blood sugars and 
respond to dietary measures. Hypoglycemia due to 
dysfunctions of the pituitary should be ruled out by 
roentgenographic studies of the sella tursica and the 
visual fields. Adrenal disturbances are usually proved 
by their clinical and biochemical findings. Asso- 
ciated hyperthyroidism is seen in islet cell tumors, 
but does not give as high basal metabolic rates as are 
found in uncomplicated Graves’ disease. For this 
reason, patients meeting the criteria of islet cell 
tumors with any elevation of the basal metabolic 
rate should be given a preliminary course of iodine 
therapy. The author adheres strictly to what he has 
called the essential triad in making the differential 
diagnosis. The triad requires (1) that the patient 
must develop the hypoglycemic attack during the 
fasting state; (2) 24 hour fasting blood sugar levels 
below 50 mgm. per cent, or below 50 mgm. per cent 
at the beginning of, or during, an attack must be 
demonstrated; (3) immediate recovery from the at- 
tack on administration of intravenous glucose. If, 
in addition to this triad, electroencephalographic 
studies show a typical reduction of the normal alpha 
rhythm, he considers the diagnosis established. 

Treatment. The only curative therapy for the 
most frequently found benign adenoma of islet tissue 
is surgical. A 5 per cent glucose infusion in normal 
saline should be started an hour before operation and 
given slowly during the first half of the procedure. 
Either general or spinal anesthesia to provide ade- 
quate relaxation is essential. The transverse supra- 
umbilical incision through both recti gives far bet- 
ter exposure than the split left rectus incision and 
greatly facilitates the exploration. It is essential to 
explore every part of the pancreas to insure the find- 
ing of the tumor or tumors. To be sure of exploring 
the head of the pancreas, it is essential to mobilize 
it and the duodenum by incising the peritoneum to 
the right of the duodenum. Encapsulated adenomas 
can usually be readily enucleated and, unless per- 
sistent oozing continues, drainage is not indicated. 
Drainage should be used if a partial resection is done. 
In certain cases of adenomatosis giving the essential 
triad, a definite tumor cannot be palpated. The 
surgeon is then justified in resecting the tail and 
body of the pancreas up to the superior mesenteric 
vessels, for the adenomatous tissue is much more apt 
to be found in the distal half of the pancreas. 

In the author’s series of 39 patients, tumor or 
tumors were found in 34. There were 5 postoperative 
deaths in patients with tumor, and 2 in patients ex- 
plored on wrong and dubious diagnosis with no tu- 
mor found. Eart O. Latimer, M.D. 
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Primary Reticulosarcoma of the Pancreas (Contri- 
buto anatomo-clinico allo studio del reticolo-sarcoma 
primitivo pol erage + M. Zorzi and G. F. Levi. 
Arch. ital. mal. app. diger., 1952, 17: 433. 

The authors report the case of a 31-year-old pa- 
tient who was found to have a reticulum cell sar- 
coma of the pancreas. He had had epigastric symp- 
toms for about a month before admission to the hos- 
pital when he was found to have an abdominal mass. 
The patient’s condition rapidly became worse and he 
died several hours after a suprapubic cystostomy 
performed because of his inability to expel urine. 

At autopsy he was found to have a large pancreatic 
tumor with metastasis to the heart, skin, and mucosa. 
A papillary enlargement of the prostate was found 
with a large ulcerated area covered with white ex- 
udate. This completely occluded the urethral 
meatus. The histological study revealed a reticulum 
cell sarcoma. 

In a review of 95,124 reported autopsies only ro 
cases of sarcoma of the pancreas were found. Of 
these, only 2 were reticulosarcomas, making the fre- 
quency 1 in 50,000. Lucian J. Fronputi, M.D. 


Information Furnished by the Introduction in the 
Course of Operation of Opaque Media into the 
Pancreatic Duct, by its Drainage, and by Study 
of the Pancreatic Secretion (Enseignements a 
tirer de lopacification per-opératoire du canal de 
Wirsung. De son drainage et de |’étude du suc pan- 
créatique). LucreN Lfcer, J. Zféroto, and J. 
LATASTE. Arch. mal. app. digest., Par., 1952, 41: 257. 


In the authors’ study the papilla is exposed by 
vertical duodenotomy in the second portion of the 


duodenum, and a polythene tube, 1 mm. in diameter, 
is introduced into the pancreatic duct. From 2 to 3 
cm. of an opaque medium called “‘diodone” are in- 
jected and roentgenograms are taken. The tube is 


brought out through the duodenal wall which is’ 


sutured in 2 layers and is attached to the anterior 
parietal peritoneum, The tube remains in place for 
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from 5 to 7 days. Repeated x-ray films can thus be 
taken and pancreatic secretion can be collected. 
This procedure does not delay the postoperative re- 
covery of the patient and does not provoke pan- 
creatitis or other abdominal manifestations. 

In numerous patients a stricture in the region of 
the isthmus of the pancreas was noticed. Such 
formation may be of functional and not of organic 
character. Dilatation of the acini appears to be 
characteristic for chronic pancreatitis. In 1 case 
the authors were able to demonstrate a diverticulum 
of the canal of Wirsung. 

Drainage of the pancreatic duct seems to exert a 
favorable influence upon chronic inflammation of 
the pancreas. 

The study of the pancreatic secretion showed that 
it contained active trypsin and not trypsinogen. 

Josepu K. Narat, M.D. 


MISCELLANEOUS 


Thrombosis of the Hepatic Veins—Budd-Chiari 
Syndrome (La thrombose des veines sus-hépa- 
tique—Syndrome de Budd-Chiari). Pa. D£rre. 
Presse méd., 1952, 60: 392. 


The author reviews very briefly some of the re- 
ports of thrombosis of the hepatic veins and its 
causes. The condition is rare. 

Clinically, there is hepatomegaly with ascites, but 
without splenomegaly. Two cases illustrating the 
acute and chronic forms are reported from the liter- 
ature. These are shown to differ only in the rate of 
progression to death and the acuity of the process. 
The diagnosis is admittedly difficult and depends on 
a biopsy of the liver and discovery of compression 
or obstruction of the vein. The differential diagnosis 
is mentioned. 

No effective medical treatment is of avail. Porta- 
caval shunt has been suggested by Blakemore, who 
reported survival for 1.5 years after this type of 
shunt. Tuomas C. Douctass, M.D. 
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Experience with Le Fort-Neugebauer’s Operation 
for Complete Prolapse. Report of 58 Cases. 
Pout KtuHneE.L. Acta obst. gyn. scand., 1952, 31: 151. 


This isa comparative study of the functional activi- 
ty of the endometrial glands and the endometrial 
stroma. Secreting glands may be associated with 
growth of glands with the appearance of glycogen 
in the stromal cells. The endometrium does not 
attain the acme of its development in every men- 
strual cycle. The suggestion is offered that the 
specific function of the epithelium is less important 
to the ovum than that of the stroma. On the basis 
of this mode of reasoning, various pathological and 
borderline conditions are discussed, and divided into 
two groups: “the negative picture” and “the posi- 
tive picture.” 

The negative picture comprises the cases in which 
the development of the endometrium is suspended. 
The positive picture is seen in juvenile metropathia 
(oligomenorrhea, hypermenorrhea) in which a hy- 
poplastic or atrophic, i.e., an actually inactive, 
endometrium begins to function as well as in the 
endometria of castrated women treated by substitu- 
tion. : 

The present study suggests (a) that signs of injury 
persist longer in the stroma than in the epithelium, 
(b) that growth and differentiation of the stroma lags 
behind that of the epithelium, and (c) that the status 
of the stroma is a more reliable index of endocrine 
disturbance and direct injury than that of the 
epithelium. Joun R. Wotrr, M.D. 


Differential Diagnosis of Dystrophic States and 
Cervical Pavement Epitheliomas; Study of 
Glycogen; Uncertainty of Smears. Study of 
1,113 Cases (Diagnostic différentiel des états 
dystrophiques et des €épithéliomas pavimenteux 
cervicaux. Etude du Glycogéne. Incertitude des 
frottis. Etude de 1,113 Cas). R. Moricarp. Gyn. 
obst., Par., 1952, 51:1. 


In stressing the usefulness of a Papanicolaou 
smear, many authors have overlooked the fact that 
many cellular elements of dystrophic cervical 
changes may simulate those found in early cervical 
carcinoma. Such dystrophic states include inflam- 
matory, hyperplastic, and atrophic alterations, 
leucoplakia, polyps, ectropion, and epidermization. 
The relatively high incidence of false positive 
smears in several reports is probably the result of 
misinterpretation of multinucleated cells, abnor- 
mally shaped nuclei, and cells coming from polyps. 

The diagnosis of intramucosal cancer can be 
made only by cervical biopsy, with the colposcope 
and Schiller’s test to localize the best site for ob- 
taining tissue. The dystrophic conditions may lead 
to confusion in the biopsy diagnosis unless every 


method is utilized in the differentiation. The de- 
termination of the glycogen content of tissues is a 
useful aid in this problem. Special stains and a 
fixative solution to demonstrate the cellular gly- 
cogen content are described. 

The presence of a normal glycogen content in 
cells rules out the possibility of carcinoma. How- 
ever, its absence is only suggestive since the 
dystrophic alterations may also result in glycogen 
deficiency. Therefore, other criteria must be noted. 
These are (1) nuclear changes, i.e., large nuclei, 
multipolar mitosis, and an increased number of 
chromosomes; (2) cytoplasmic alterations in terms 
of basophilic coloration and the disappearance of 
glycogen; and (3) loss of the normal cellular strati- 
fication. 

Further study of cellular chemistry and metab- 
olism will probably result in the development of 
better methods for the diagnosis of early cancer. 

GeEorcE C. Lewis, Jr., M.D. 


The Diagnosis and Management of Uterine Malig- 
nancy. Lewis C. Scuerrey. West. J. Surg., 
1952, 60: 144. 

The majority of women in whom uterine cancer 
develops are menopausal or postmenopausal. Never- 
theless, in the Jefferson Medical College and Hospi- 
tal Clinic, Philadelphia, an incidence of cervical 
carcinoma of 30 per cent in women 40 years of age 
and under has been consistently observed. There is 
real danger of overlooking corpus carcinoma in the 
decade between 40 and 50 years of age. At this time 
of likely menstrual irregularity, too many diagnoses 
of this lesion are overlooked because of injudicious 
hormonal therapy for so-called ‘dysfunctional 
bleeding.” Likewise, an associated uterine fibroid 
may be assumed to be the sole cause of the bleeding, 
notwithstanding the close association of fibromyoma 
with endometrial cancer—occurring in 25 to 40 per 
cent of cases. The same error may occur when cervi- 
cal polyps are removed as office procedures, and a 
search for the more likely source of the bleeding, the 
uterine cavity, is ignored. In general, 95 per cent of 
cancer histories reveal abnormal bleeding as a 
cardinal symptom. A thorough pelvic examination 
is more important than any so-called cancer test. 
In the presence of symptoms, it is best to perform a 
diagnostic curettage and circular biopsy of the 
cervix in the hospital. 

At the Jefferson Medical College Hospital, over 
the period from 1921 to 1951, with a 98.5 per cent 
follow-up of 485 patients, there has been an increase 
in 5 year relative survival rates from cervical cancer 
of 27.9 per cent to 47.6 per cent, coincident with 
progressively altered irradiation techniques. Since 
1942, the planned therapy has consisted of external 
irradiation through 2 anterior and 2 posterior ports 
over a 5 to 6 week period, with the attempt to achieve 
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a 3,500 roentgen parametrial dose. To help achieve 
this dosage, vaginal cone therapy is given either 
toward the latter stages of the external irradiation 
or immediately afterward. Intracervicouterine radi- 
um via capsules and interstitial application of needles 
to the periphery of the growth follows. Surgical pro- 
cedures in carefully selected cases, either primarily 
with a true Wertheim procedure ,or secondarily with 
extraperitoneal lymphadenectomy after successful 
irradiation, must be considered more and more be- 
cause of instances of recurrence as late as 10 to 12 
years after therapy, and also because of the lymph 
node involvement in perhaps 20 per cent of patients. 
The question of a surgical approach in patients who 
are “radio-insensitive” or ‘‘radio-incurable” is de- 
batable at present. ‘True in situ lesions may be 
taken care of by the modified Wertheim plan which 
TeLinde advocates. It is even possible that ample 
biopsy of the circular type, combined with electro- 
cauterization, probably destroys the in situ lesion, 
but the patient must be carefully watched there- 
aiter, for she is undoubtedly a susceptible host. 
Therefore surgery is perhaps the safest answer, if 
agreement on the in situ lesion can be reached.” 
The management of cancer of the corpus by a 
planned therapy technique of preliminary intra- 
uterine irradiation (approximately 5,000 mgm. hours) 
and subsequent total hysterectomy with bilateral 
salpingo-oophorectomy without routine postopera- 
tive x-ray irradiation has given a 91.3 per cent 5 
year-plus survival rate. Atan Rustin, M.D. 


The Early Diagnosis of Cervical Cancer and Its 
Treatment in the Noninvasive Stage (Le 
diagnostic précoce du cancer du col et son traitement 
au stade non invasif). H. pE WATTEVILLE, W. 
GEISENDORF, L. DANON. Gyn. obst., Par., 1952, 4: 38. 


Over the past 40 years a great deal of information 
concerning the early diagnoisis and treatment ot 
cervical malignancy, especially in relationship to an 
improved prognosis, has been published. At present 
the greatest success of therapy occurs in the non- 
invasive stage of this disease, as even in stage I 
carcinoma the best reports show that 17.5 per cent 
of the patients already have lymph node involve- 
ment at the time when they are first seen. Non- 
invasive carcinoma is asymptomatic. The clinician 
must depend upon certain diagnostic tools, which 
have been described by many authors, and he must 
emphasize the need for regular systematic examina- 
tions to the patient even though there is no apparent 
cause for alarm. 

In the early diagnosis of carcinoma the following 
steps may be carried out: direct clinical examina- 
tion, histologic study of the biopsy material, Schil- 
ler’s test, colposcopy, and the Papanicolaou smear. 

Clinically the surface of the cervix may vary from 
a completely normal, well epithelized one to one 
containing many pathologic changes which are 
usually the result of inflammatory conditions. Thus, 
on examination by direct vision it is readily possible 
to confuse benign lesions with those resulting from 


early cancer. The histologic examination is still the 
final basis for making the diagnosis of carcinoma. 
The principal difficulty arises in choosing the correct 
site or sites for taking biopsy material. In order to 
minimize trauma and to lessen the work of the 
pathologist, every effort should be made to choose 
the proper site for obtaining tissue. There are 
several clinical aids available to help the physician 
in his search for early malignancy. When the proper 
site for a biopsy has been chosen, the least traumatic 
procedure for obtaining material should be used. It 
is believed that the cervix should be scraped with a 
sharp-edged spoon or a small piece of razor blade. 

Schiller’s test, a method of staining the cervix 
with iodine which has been used by gynecologists for 
years, is especially useful in localizing lesions on the 
cervix. In the search for noninvasive carcinoma the 
areas which do not stain with iodine are the ones 
which are most likely to contain the lesions. If to 
this is added Hinselmann’s technique of colposcopy 
with ten to twelve magnification, the more the ab- 
normal areas may be definitely delineated. One of 
the drawbacks to the use of the colposcope is that 
facility in its employment requires extensive train- 
ing. A further limitation of both Schiller’s test and 
colposcope is that the endocervix is not examined. 
If to these tests the Papanicolaou smear is added, 
the defects tend to be minimized. Papanicolaou’s 
technique in the preparation and staining of smears 
is followed. 

A comparison of the individual accuracy of the 
Schiller test, colposcopy, and a smear indicates that 
the Papanicolaou technique is definitely the most 
reliable method for the early detection of carcinoma. 
False positive results in this test have been reduced 
from o.9 to 0.3 per cent over a period of several 
years. Repeated smears further reduced this error 
so that in the past year when 1,003 cases were exam- 
ined, no false positive reports were obtained. In 
carrying out the first smear on patients, there were 
false negative reports in 12.4 per cent. Repeat 
smears reduced this to 4.8 per cent. This last group 
was composed of 4 cases of adenocarcinoma of the 
corpus and 1 case of sarcoma of the vagina. Of the 
1,003 cases examined, 88 per cent were diagnosed as 
completely negative, 6.5 per cent were definitely sus- 
pected of being cancer, and 5.5 per cent were consider- 
ed positive on the basis of the Papanicolaou smear. 
While the Papanicolaou test is not accurate enough 
for the final diagnosis of carcinoma, a case report is 
presented in which multiple smears were positive 
and repeat biopsies were negative. A total hysterec- 
tomy was done. Serial sections of the cervix revealed 
a small endocervical noninvasive carcinoma. This 
type of management was not urged for general prac- 
tice in all other cases. Atypical cellular changes, 
especially those involving hyperplasia and the dif- 
ferentiation of cells proved most difficult to interpret 
both in the smears and the biopsies. A close follow 
up of such cases is suggested. The best therapeutic 
approach appears to be the use of wide cervical 
conization or amputation. 
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The treatment of choice for patients in whom a 
diagnosis of noninvasive carcinoma has been made 
is total hysterectomy with conservation of the ovaries 
and the vagina. In individual cases during the child- 
bearing period, when it is very desirable to conserve 
the reproductive capacity or when it is extremely 
important psychologically to maintain the menstrual 
cycle, the treatment of choice would seem to be 
cervical amputation. This has been done in patients 
who were considered poor surgical risks. If the 
operative specimen shows evidence of invasion the 
patient should receive postoperative irradiation. 
The use of a circular cone biopsy before major sur- 
gery is not considered advisable because it delays 
the treatment of the patient and increases the 
amount of work the pathologist must do. Such 
problems would be very much minimized if the 
clinician used the Schiller test and colposcopy to 
localize the biopsy site at his original biopsy. 

Radiation therapy should be given only in cases 
which are medically inoperable or in which there is 
evidence of invasion of the cervical stroma. 

For any program of cancer detection to be success- 
ful there is need not only for the equipment which 
has been mentioned but for the training and educa- 
tion of physicians and the population. The need 
for centers for cancer detection is emphasized. 
Where such centers cannot be set up because of 
sociologic or economic problems, the physician’s 
office should serve in their place. The examination 
of patients should be as complete as possible, and 
it should include the examination of the breasts as 
well as complete evaluation of the genitalia. This 
type of work can be financed through the aid of can- 
cer societies; life insurance and health insurance 
companies could also profit by assisting in such pro- 
grams. GeorcE C. Lewis, Jr., M.D. 


Preinvasive Carcinoma of the Cervix. Leroy R. 
WEEKES. J. Nat. M. Ass., 1952, 44: 97. 


The author presents a general preview of the en- 
tire problem of intraepithelial carcinoma of the 
cervix. While there is no attempt to reach conclu- 
sions based on the author’s data, conclusions are 
drawn from the world literature. There are remarks 
on the history of the study of this lesion, an evalua- 
tion of the methods for diagnosis, and a plan of 
treatment. 

The author mentions the important questions that 
still plague the gynecologist in his approach to the 
diagnosis and treatment of this increasingly im- 
portant lesion. Henry C. Fark, M.D. 


The Postoperative Recognition and Further Man- 
agement of Unsuspected Cervical Carcinoma. 
WittiaM F, Finn. Am. J. Obst., 1952, 63: 717. 


It seems that with the increased use of total 
hysterectomy, carcinoma of the cervical stump will 
gradually become less frequent and be replaced by a 
new entity—unsuspected cervical cancer—which is 
first diagnosed in the laboratory after hysterectomy 
has been done for some other reason. 


Carcinoma of the cervix was discovered after total 
hysterectomy in 21 patients during the past 5 years 
at the New York Hospital, New York City, 
Nineteen of these carcinomas were squamous (9 in 
stage 0, 10 in stage I), and 2 were adenocarcinomas, 
The usual preoperative diagnosis was myoma or 
prolapse. Approximately 1 per cent of all hysterec- 
tomies led to undiagnosed cervical cancers. Sixteen 
were asymptomatic and produced no physical signs, 
while 5 deserved further preliminary diagnosis be- 
cause of erosion, contact bleeding, or postmeno- 
pausal bleeding. Multiple biopsies of the squamo- 
columnar junction and curettage or aspiration 
smears of the endocervix would have resulted in the 
preoperative diagnosis of the cancer. Nine of the 
cancers were in the endocervix, 10 at the squamo- 
columnar junction, and only 2 were on the exocervix. 
The cervical cancers which are most likely to be 
undiagnosed are (1) those of the endocervical canal, 
(2) cancers of the squamocolumnar junction, (3) very 
early cancers of the exocervix, and (4) cancers asso- 
ciated with descensus (5 cases in this series). 

None of the patients with stage o cancer were 
treated further. One-half of the patients with stage 
I cancer and all of the patients with adenocarcinoma 
received irradiation. No additional surgery was 
done to remove tubes or ovaries. Problems in 
therapy consisted of (1) selection of the appropriate 
time to start treatment, and (2) postponement of 
the use of the vaginal cone during the immediate 
postoperative period. All patients are living and 
are without evidence of recurrence. Fourteen pa- 
tients have been observed for more than 2 years, 
while 7 are current patients. | ALan Rusin, M.D. 


Results of Treatment of Cervical Carcinoma in the 
Heidelberg Clinic from 1936 to 1945 (Behandlung- 
sergebnisse des Kollumkarzinoms in der Heidel- 
berger Klinik, 1936-1945). H. WIMHOEFER, Geburish 
& Frauenh., 1952, 12: 317. 

The author reports on 829 cases of cervical car- 
cinoma from the University Women’s Clinic at 
Heidelberg. The cases were staged according to the 
International Classification and were distributed as 


follows: 
No. of Per cent 
cases of cases 


24.9 
47.4 
72.3 
21.7 

6.0 
27.7 


Irradiation was used to treat 694 patients 
(83.85%) and radical surgery (stages I and II only), 
109 patients (13.1%). No treatment was given to 
26 (3.1%) patients (stage IV). 

Although the problem of radiation or surgery in 
the presence of positive lymph nodes is not settled, 
the author does not feel that surgery has yet proved 
its worth because in his stage I cases, the patients 
treated by irradiation had better results as seen by 
the following chart: 





GYNECOLOGY 





Treated Salvage Percentage 





Type of therapy | 





132 75.8 
68.9 


Irradiation therapy 











Radical operation 


| 74 
| 


206 | C 73-3 


Total 





For this reason he more or less reserves surgery for 
cases of (1) radioresistant carcinoma, (2). adeno- 
carcinoma of the endocervix, (3) vaginal stenosis, 
(4) coexistent. fibromyomas or ovarian tumors, (5) 
coexistent salpingitis, (6) pregnancy, and (7) re- 
fusal of irradiation by patient. 

His over-all results show an absolute salvage 
rate of 44 per cent and they are given below. 
Note that no stage IV patients survived. 





l 
| Salvaged Percentage 








Of interest is the finding that women over 50 
years of age had poorer results than younger women 
in stages I, II, and III. 





Under 50 Per cent 
years of salvage 


| Number 


} Over 50 Per cent 
of patients | 


years of salvage 
43/66 (65.5) 
68/170 (40.0) 


18/95 (18.9) 


Stage 





| 108/140 (77.1) 





108/223 (48.4) 
| 20/85 (23.5) 


| 
| 50 0/21 
| 





{ 0.0) 0/29) = ( 0.0) 








Ms “Total 





829 236/460 (50.3) 129/360 (35.8) 





Fever during irradiation was also a bad prog- 
nostic sign since of 193 patients in stages I, II, and 
III treated by radiation and with a febrile course, 
53 (27.5%) survived, while of 476 in the same 
stages but without fever, 244 (51.3%) survived. 

Warren R. Lane, M.D. 


The Results of the Treatment of Cancer of the Uter- 
ine Cervix. With Reference to 1,374 Cases at the 
Anticancer Center, Lyons, France. (Les ré- 
sultats du traitement du cancer du col utérin. A 
propos de 1,374 cas du Centre Anticancéreux de 
Lyon). M. Darcent, P. Pontuus, L. Ercnorz, and 
PrerRE RocueEt. Lyon chir., 1952, 47: 215. 


_ During the period from 1927 to 1947, 1,240 pa- 
tients with uterine cancer were treated by radiation, 
47 were treated by surgery, 74 by a combination of 
radiation and surgery, and 13 patients received 
palliative medical therapy. On the basis of the 
Geneva Classification, 15.3 per cent of the lesions 
were in stage I, 35.2 per cent in stage II, 35.6 per 
cent in stage III, and 13.9 per cent in stage IV. 
The result of radiation therapy was survival with 
freedom from disease in 53 per cent, 31 per cent, 
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I§.I per cent, and 4.1 per cent in the stages I 
through IV, respectively. In the surgical group 42 
cases were classed as in stage II. Fifty-four per cent 
of these patients were living and free of evidence of 
malignancy after 5 years. From the data presented 
it was impossible to state the 5-year figures for the 
patients receiving both radiation and surgery. 

Radiation therapy usually consisted of radium 
followed by x-ray therapy. Two applications of 
radium were utilized, each of 4 days’ duration. 
Three 13.33 mgm. tubes of radium were placed 
intravaginally in a colpostat and cork for the first 
application. During the second application these 
same tubes were placed in tandem in the uterine 
canal. The x-ray therapy factors were portals of 
10 by 15 cm., two anterior and two posterior, 200 
kv., 4 ma., and 1 mm. of copper filtration. Occa- 
sionally two perineal portals were used. The skin 
dose to each portal varied between 2,000 and 3,000 
roentgens. 

An analysis of results showed that in stage I the 
best results were obtained with radium therapy 
alone. In stages II, III, and IV a combination of 
radium and roentgen therapy produced the best re- 
sults. This was true especially in stage II in which 
the combined therapy was four times more effec- 
tive than radium treatment alone. The mortality 
resulting from radiation therapy was 2 per cent. 
There was an incidence of 1.04 per cent of significant 
bladder complications, and 7.7 per cent of rectal 
complications. The incidence of complications in- 
volving the ureters and the small bowel was not 
mentioned. The mortality following surgery was 
6 per cent; the surgical morbidity was not noted. 

The surgical therapy in this series consisted of 
total hysterectomies or Wertheim procedures. The 
only nodes removed were those at the bifurcation 
of the common iliac arteries. Following both sur- 
gery and irradiation the greater portion of failures 
could be attributed to local recurrences and pelvic 
lymph node involvement. To improve the therapy 
a combination of radiation and surgery is sug- 
gested. The best management would appear to be 
removal of the pelvic lymph nodes with or without 
total hysterectomy. GerorceE C. Lewis, Jr., M.D. 


Adenocarcinoma of the Endometrium; A Clinico- 
pathologic Study. RicHarp N. McGarvey and 
Witiram E. Grisson. Am. J. Obst., 1952, 63: 836. 


The knowledge gained from this survey confirms 
the findings of other investigators that adenocarci- 
noma of the endometrium is most frequently en- 
countered in the sterile or infertile woman between 
50 and 60 years of age who has had a slightly de- 
layed menopause. The climacteric was commonly 
complicated by periods of menorrhagia. Hyperten- 
sion, obesity, and diabetes mellitus were other dis- 
orders which were often associated with the develop- 
ment of the neoplasm. The whole picture is sug- 
gestive of a common metabolic disorder created by 
endocrine dysfunction. The abnormal metabolism 
provides the extrachromosomal factor essential to 
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the development of carcinoma in the individual pre- 
disposed by heredity. Joun R. Wotrr, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Functional Tumors of the Ovary (Tumores funcio- 
nantes del ovario). Raut CIFUENTES Toro. Bol. 
Soc. chilena obst. gin., 1951, 16: 231. 


The literature on granulosa cell tumor of the ovary 
is reviewed extensively and the author presents 7 
cases of his own. In 6 of the cases the tumor was 
unilateral and in 1 of these there were extensive 
metastases. In 1 case there was a coexisting adeno- 
carcinoma of the endocervix. 

Postoperative roentgen therapy is suggested for 
the patient past the menopause but not for the pa- 
tient who is still menstruating. A 35-year-old pa- 
tient had an oophorectomy for a unilateral tumor 
and then received x-ray treatment. Another gran- 
ulosa cell tumor appeared shortly in the other ovary. 

A case of arrhenoblastoma with masculinization 
and 4 years of amenorrhea is reported. After exci- 
sion of the tumor the masculine signs disappeared 
and menstruation became normal. 

One of 2 cases of struma ovarii reported presented 
hyperthyroidism, and this was cured by excision of 
the tumor. The same patient had adenocarcinom- 
atous degeneration of the tumor. Only a salpingo- 
oophorectomy was done and 2 years later the patient 
was well. The second case was associated with a 
tuberculous salpingitis. 

James Henry Fercuson, M.D. 


Dysgerminoma of the Ovary (Disgerminoma del 
ovario). OScAR BLANCHARD. Arch. Soc. cirujan. hosp., 
Santiago, 1952, 3: 444. 

The clinical and morphologic picture of dysger- 
minoma of the ovary is briefly reviewed and 2 cases are 
reported. One case was limited to the ovary and the 
other had spread extensively to the neighboring or- 
gans. The author believes that radiotherapy is ef- 
fective but recommends radical surgery. 

James Henry Fercuson, M.D. 


Krukenberg Tumor with Primary Cancer in the 
Breast; A Study of the Ovarian Metastases of 
Mammary Cancer (Tumeurs de Kruekenberg, 
révélation d’un cancer primitif du sein). R. Bourc 
and L. DE BRABANDERE. Acta chir. belg., 1952, 1: 55. 


The authors reported the case of a 46-year-old 
female who was hospitalized because of pain in the 
renal regions. The pain was localized in the left 
shoulder region. It was accentuated by movement 
and it also occurred at night. Three months after 
the first examination the patient complained of ab- 
dominal pain. She was nauseated but did not vomit. 
A pelvic examination revealed a normal uterus, but a 
cyst that measured 15 cm. was found extending into 
the right side of the pouch of Douglas. 

After the pelvic examination, the patient stated 
that she also had a pain in the right breast. Exami- 
nation of the breast revealed a circumscribed painful 
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induration, but there was no deformity of the nipple 
or of the skin. There was no palpable evidence of 
lymph node involvement. The lesion had the clini- 
cal appearance of a benign breast lesion. In order to 
investigate the pelvic mass, it was decided to do a 
laparotomy and just keep the mammary lesion under 
observation. 

On surgical investigation a serous cyst of the right 
ovary was found. Its surface was smooth and freely 
movable. The ovary was of a uniform hard consist- 
ency, the surface being covered with small 1 mm. 
nodules of unusual appearance. 

The histological appearance of the surgical section 
was that of a typical Krukenberg tumor. Because 
the microscopic examination revealed the typical 
cell formation of a Krukenberg tumor, an x-ray 
examination of the stomach was made, for the stom- 
ach is the usual primary site for this type of neo- 
plasm. No gastric disease was found. 

In view of the fact that the patient had a tumor of 
the right breast before operation and as no disease 
was found in the stomach to account for the tumor 
found in the ovary, the right breast was investigated 
surgically. The tumor of the right breast was not 
encapsulated, but it was easy to distinguish the nor- 
mal breast tissue from the numerous fibrous tracts of 
tumor tissue. 

On histological examination of the tumor it was 
found to be a typical glandular cancer of the breast. 
At the periphery of the sections the cancer cells had 
infiltrated between the normal breast cells. Many 
of the lymphatic channels were filled with tumor 
cells. After a histological study of the tumor cells 
removed from the breast, the primary site was de- 
termined to be in the mammary gland with metas- 
tases to both ovaries. The ovarian cancer suggested 
the typical Krukenberg type of tumor. 

From a study of this case the authors came to the 
following conclusions: 

A cystic ovarian tumor was found to be the site of 
an asymptomatic metastasis, and further study of 
this tumor finally suggested the site of the primary 
lesion. The ovarian cancer had the anatomicopatho- 
logical appearance of a true Krukenberg tumor, but 
the amount of mucin in the cells, while ‘classical,” 
suggested that the gastric and mammary sites of a 
primary tumor are essentially different. It was diffi- 
cult from a study of these cells to determine that the 
primary site was in the breast. 

The histological appearance of the cells that 
metastasize to the ovary are quite unusual. They 
are widespread throughout the ovary, and they are 
clearly different from those of a primary ovarian 
tumor. The ovary which is the “host” to the metas- 
tases has a local effect upon the tumor cells. The 
metastatic cancer cells seem to be modified by the 
ovary. The tumor cells remain characteristic enough, 
however, to determine the site from which they 
metastasize. The metastases from the breast to the 
ovaries in this case was by retrograde lymphatic 
spread. The involvement of the lymphatic channels 
connecting the breast to the ovaries would explain 
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why the prognosis is always fatal even after com- 
plete extirpation of the primary breast tumor and of 
the ovary with its metastases. 

The relative frequency of ovarian metastases from 
breast cancer should suggest a careful histological 
study of both the ovary and the breast tissue follow- 
ing surgery. If the patient with metastatic involve- 
ment from cancer of the breast in the ovary is young 
or in the premenopausal age, surgical castration 
rather than that produced by irradiation is the meth- 
od of treatment advocated by the authors. A fatal 
prognosis usually follows the extirpation of ovaries 
showing metastases from cancer of the breast be- 
cause of the retrograde lymphatic extension of the 
primary tumor. Conrap A. KueEun, M.D. 


EXTERNAL GENITALIA 


The Condition of the Internal Genitalia in Cases of 
Vaginal Aplasia—A Hormone-Induced Morbid 
Picture? (Der Zustand des inneren Genitale bei- 
der Scheidenaplasie—ein hormonal bedingtes Krank- 
heitsbild?) E. Puitipp. Geburtsh. & Frauenh., 1952, 
12: 97. 

In operations on women with vaginal aplasia, the 
author has uncovered a number of anomalies which 
are practically always uniformly bilateral and which 
speak for some relationship between them and the 
condition of aplasia. Of course, transition states 
may be expected between the less pronounced mal- 
formation, such as the aplastic or the bicornate 
uterus, and the more extreme defects—which are, on 
the whole, the more usual finding in cases of aplasia 
—such as those in which the uterus and tubes are 


represented by tiny structures, widely placed on the 
two sides of the pelvis. Another very common find- 
ing in these patients with aplasia is the bilateral 
microcystic ovary. 

The character of the anomalies of the internal 
genitalia of these women gives the approximate ap- 
pearance of the disturbance which inhibits the 


further development of these organs. Mueller’s 
ducts have grown down to meet the mass of so-called 
sinus epithelium (anlage of the future urogenital 
sinus) in the embryo which is about 32 mm. in 
length. This corresponds roughly to the second 
month of pregnancy. Apparently the contact of 
Mueller’s ducts with this epithelial anlage is needed 
to develop further toward the completed vagina. Of 
course, at this stage the ducts of Mueller are still 
only ducts and when uncovered at operation are usu- 
ally found to be represented at their lower ends by 
small masses of muscle tissue (uterine horn); how- 
ever the author explains this discrepancy by assum- 
ing the influence of later secretion of estrone by the 
chorionic villi. 

In seeking to explain the cause for the inhibition 
of development in the instances of vaginal aplasia, 
the author recalls the fact that the microcystic de- 
generation of the ovary is usually regarded as hor- 
monal-induced. We know that microcystic degen- 
eration of the ovary can be produced by both hypo- 
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physial-produced and by placental-produced preg- 
nandiol, and that microcystic degeneration of the 
ovary is frequently encountered in the newborn. 
There is no reason, therefore, for concluding that 
there could not be any relationship between some 
hormone produced in too great, or too little, quan- 
tity by the placenta. The theory of too much 
placental estrone in the production of the anomalies 
could hardly be sustained since the placenta does not 
begin, apparently, to produce estrone in any detect- 
able quantity until long after the period of onset of 
the malformations here described, and too little 
estrone would seem unlikely because of the fact that 
in these patients the ovaries, although microcysti- 
cally degenerated, nevertheless frequently showed 
mature corpus luteum follicles and other evidences 
of adequate functioning, whereas patients with ovar- 
ian aplasia develop a normal vagina with normal 
uterus and tubes. 

Since, however, so little is known about the func- 
tioning of the placenta, and since there is plenty of 
evidence in the very nesting and early development 
of the placenta of hormonal activity, there should be 
no objection to considering the placenta a much 
wider hormonal regulative influence than is generally 
accredited to it, and among these activities may 
quite probably be some whose over-activity or un- 
der-activity might be the cause of the anomaly here 
described. Joun W. BRENNAN, M.D. 


MISCELLANEOUS 


Preliminary Studies on Pelvic Angiography in 
Women (Prime ricerche di angiografia pelvica nella 
donna). GiuseprE VEccHIETTI. Minerva gin., Tor., 
1952, 4: 47. 

The material used in this study, for purposes of 
opacity, was joduron (70 per cent). Injection was 
made rapidly into the uterovaginal venous plexus, 
into the uterine artery or vein, or into its rami, by 
the transvaginal route. Injection was also made into 
a venous ramus or, better yet, into an arterial ramus 
in the uterus itself, via the abdominal route, when 
the uterus was attainable for this route because of 
enlargement resulting from pregnancy, in the puer- 
perium, or because of large fibromas. From 10 to 15 
c.c. of the shadow-casting material was administered 
and the roentgenographic apparatus was set in ac- 
tion when three-fourths of the material was injected; 
the exposure continued during the rest of the injec- 
tion (exposure time 1 to 1.5 minutes; 75 kv; 35 ma.; 
and focal film distance of 100 cm.). 

Several roentgenograms are appended in the orig- 
inal text. For purposes of demonstration, however, 
the author warns that these reproductions have lost 
some sharpness and detail from the original nega- 
tive. Nevertheless, enough can be made out to show 
that angiography of the pelvic venous systems, with 
the technique here described, is worthy of attention. 

From the order of its diagnostic applications 
(aneurysm, pelvic varicocele, compression and dis- 
placement of vessels by tumors, localization of the 
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placenta, study of malformations, demonstration of 
the location of swellings involving the uterus, ad- 
nexae, or extragenital organs), it appears evident 
that this method, even with the limited number of 
test subjects (24 patients) presented, is valuable for 
our understanding of the circulatory physiology of 
the genital apparatus in the woman. For example, 
contrary to what is generally believed, the major 
route for the draining away of the venous blood from 
the uterus is represented, both in the normal and in 
the puerperal states, by the vena ovarica; the hypo- 
gastric vein receives only a tiny portion of the venous 
blood originating from the uterus and vagina. The 
fact that the left ovarian vein empties into the left 
renal vein instead of into the vena cava inferior as 
in the case with the right ovarian vein, is substan- 
tiated and an explanation is furnished for the greater 
incidence of varices and thrombophlebites in the 
region of the left ovarian vein. 

The phlebograms executed in the puerperal period 
demonstrate the fact that the venous blood from the 
uterus also passes by way of the vesical veins; this 
observation suggests that the venous currents may 
actually be inverted (paradoxical route in the dis- 
semination of metastases). 

With the technique and preparations used by the 
author accidents have not occurred up to this time. 
Injection under pressure of the 70 per cent joduron 
preparation into a large fibroma (poor circulation) 
has shown that the resulting histological picture can 
be wholly ascribed to the mechanical trauma alone. 
In a case of 6 months’ pregnancy in which the meth- 
od was applied, the pregnancy went to term without 
incident and the eventual delivery was entirely 
physiological. 

The author believes that the method will be of 
value in the study of physiologic problems and in the 
betterment of gynecologic diagnosis. 

Joun W. Brennan, M.D. 


Nonblastomatous Postmenopausal Metrorrhagia. 
Clinical Considerations (Metrorragia postmeno- 
pdusica no blastomatosa. Consideraciones clinicas). 
ALBERTO G. PERALTA Ramos. Obst. gin. lat. amer., 
TQ51, 9: 391. 

This is the third of a series of articles by this 
author concerning a material of 51 instances of post- 
menopausal bleeding which were seen in the gyne- 
cologic clinic of the University of Buenos Aires, 
Argentina. In none of the patients was malignancy 
the cause of the bleeding. 

In 47 per cent the endometrial findings were those 
of atrophy. The cause of the bleeding was frequently 
difficult to explain. The presence of inflammation, 
or of some other concomitant condition (inflamma- 
tio adenomatosus) may be assumed to be present 
and this probably explains the fact that so many of 
these women will be cured by simple curettage. 

The proliferative forms comprised 33.3 per cent 
of the material, the microscopic appearance varying 
all the way from conditions not markedly different 
from those encountered in the normal menstrual 
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cycle, to intense changes with cystic glandular dila- 
tation in which condition differentiation from 
adenocarcinoma might be difficult. This prolifera- 
tive condition may be the result of failure of the 
normal production of progesterone with persistence 
of a certain estrogenic stimulation. Another cause 
might be anovulatory menstrual cycles, granulosa or 
theca cell ovarian tumors, or the functioning cells in 
an ovarian teratoma. Treatment is usually total 
adnexohysterectomy, since the cause is usually re. 
lated to small functioning ovarian tumors that have 
passed unnoticed. 

The pure adenomatous form of endometrial 
change comprised 1g per cent of this material. This 
condition was at times accompanied by other proc- 
esses. Asymptomatic adenomas of large size are 
occasionally seen. 

Although carcinogenic properties of the estrogens 
have not as yet been clearly demonstrated, until 
further knowledge on this subject has been accumu- 
lated, indiscriminate use of these hormone prepara- 
tions must be avoided. Joun W. BRENNAN, M.D. 


Alterations in the Clinical Course of Diffuse Peri- 
tonitis of Genital Origin (Wandlungen in klinis- 
chen Verlauf der diffusen Peritonitis genitalen 
Ursprungs). J. HartL. Geburtsh. & Frauenh., 1952, 
12: 131. 

Seven instances of diffuse peritonitis originating in 
infections of the genital organs of the female (pyo- 
salpinx, febrile abortion, suppurating ovarian cyst, 
salpingo-oophoritis) are reported. The patients were 
all treated with antibiotics, sulfonamides, or both, 
and later developed secondary ileus. 

Three of these patients died; however, the author 
suggests that with sufficiently early and adequate 
relief of the gaseous distention of the bowel (jeju- 
nostomy) these lives might have been saved. In 
all instances a prophylactic appendicostomy was 
done at the time of the original operation for the 
diffuse peritonitis, or later, at the time of the opera- 
tion, for the ileus. In 1 of the fatal cases the appen- 
dicostomy drainage proved insufficient and a further 
operation for the purpose of jejunostomy had to be 
attempted. On the whole, the author is not in favor 
of appendicostomies in these instances, except when 
the operator considers the patient to be in too des- 
perate a condition for jejunostomy. 

In these cases it would rarely seem to be necessary 
to enter the abdomen and break up adhesions. The 
cause of the ileus appears to lie in the heavy deposits 
of fibrinous exudate rather than in the formation of 
adhesions. The fibrinous exudates under these cir- 
cumstances seem to interfere with the normal physi- 
ologic peristaltic activity of the intestinal wall. The 
cause of the deposition of this fibrinous exudate in 
the inflamed areas of the patient under treatment 1s 
thought to reside in the suppression (by the anti- 
biotics,sulfonamides, or both) of the normal leucocytic 
response, which prevents the formation of the pus- 
liquefying enzymes (desoxyribonuclease), normally 
resulting from the breaking down of the pus cells. 
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These considerations, thus, suggest some possibili- 
ties in the matter of treatment. The first possibility 
is that of local administration of the bacterial en- 
zymes streptokinase and streptodornase. These en- 
zymes have already been used in the breaking down 
of the fibrinous protective walls, permitting of a more 
direct attack on the offending organisms by the anti- 
biotics. This therapy has already been tested out on 
the heavy fibrinous exudates observed as sequelae of 
the treatment of tuberculous meningitis with strep- 
tomycin. It has also been tried in experimental work 
on animals with the object of preventing the forma- 
tion of adhesions within the abdominal cavity. A 
second possibility is the use of peristalsis-promoting 
preparations (prostigmin, hypophysin, cholin chlo- 
ride). With these methods of treatment the author 
admits lack of experience. 

The author is also relatively inexperienced in the 
use of continuous duodenal drainage with the Miller- 
Abbott tube, or one of its modifications; however, he 
admits the possibility that its early and adequate use 
might have proved life-saving in one of his patients. 

With reference to the antibiotic treatment of these 
patients, the author allots first place to aureomycin; 
however, he admits no experience with terramycin. 

Joun W. BRENNAN, M.D. 


Results in the Systematic Prevention and Treat- 
ment of Thrombosis and Embolism with 
Anticoagulants (Ergebnisse systematischer Vor- 
beugung und Behandlung der Thrombo-Embolie 
mit Antikoagulantien). H. WimHOEFER and J. 
Har tert. Geburtsh. & Frauenh., 1952, 11: 1059. 


The authors summarize their experiences with the 
use of anticoagulants in the prevention and treat- 
ment of thrombosis and embolism. However, con- 
servative measures such as leeching and the wearing 
of elastic stockings are still important in their 
opinion. 
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Heparin is a physiologic anticoagulant found nor- 
mally in the blood. Thrombocid, a synthetic 
heparinlike preparation, works similarly but more 
rapidly. Dicumarol and its faster-acting derivative, 
tromexan, have the advantage of being effective by 
oral administration. 

Of the 136 patients with premonitory symptoms 
plus blood changes from the normal (with regard to 
coagulation time, prothrombin time, platelet count) 
none developed thrombosis or embolism when treated 
with anticoagulants. In a like number untreated 
with anticoagulants 6 developed thrombosis and 2 
developed embolism. Of 45 patients with premoni- 
tory symptoms but without abnormal blood findings 
and in whom no therapy was used, none developed 
thrombosis or embolism. However, of a like number 
without premonitory symptoms or abnormal hema- 
tologic changes, 1 patient surprisingly developed a 
rapid massive thrombosis with embolism and death. 

The effectiveness of therapy when thrombosis or 
infarct is evident is summarized in the following ta- 
ble. The authors, however, do not indicate the gen- 
eral seriousness of the cases mentioned: 

AVERAGE NUMBER OF DAYS 





Till out of bed Till discharge 





Thrombosis (21 cases) 12.7 17.0 











Infarct (9 cases) 12.3 18.4 





The authors believe that by observing postopera- 
tively the coagulation and prothrombin times as well 
as the platelet count, one can prognosticate the 
future to some degree with regard to thrombosis and 
embolism. They believe, too, that anticoagulants 
used singly and in various combinations are definitely 
indicated in both the prophylaxis and therapy of 
these dreaded complications. 

WarrEN R. LANG, M.D. 


OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Ovarian Pregnancy (Gravidez ovariana). Domincos 
Detascio and Linporo Crepipi0. Rev. Hosp., N.S. 
A parecida, 1951, 4: 601. 

Two instances of ovarian pregnancy are reported. 
Both patients came to the gynecologic service of the 
authors’ hospital complaining of vicarious bleeding 
and of pain in the lower abdomen. Both were mul- 
tiparas; in both the left ovary was involved and in 
both there was tenderness and tumor, or a sugges- 
tion of swelling in the region of the left adnexae. In 
both of these patients puncture of the cul-de-sac of 
Douglas was carried out and fluid blood or sanguin- 
olent fluid was procured; in both, ectopic pregnancy 
was suspected and operation undertaken. 

In the first patient the peritoneal cavity was found 
to be flooded with fluid blood and filled with blood 
coagula. To the left of the uterus was encountered 
a tangerine-sized mass filled with coagulated blood. 

Microscopic examination of this mass, procured by 
left-sided salpingo-oophorectomy, uncovered decidu- 
al tissue (more evident in the cortical areas of the 
mass), an intact corpus luteum of pregnancy, and 
interstitial hemorrhage in the midst of ovarian tissue. 
Most striking was the presence of typical chorionic 
villae, one lying loose in the mass of interstitial 
hemorrhage, and the other within the medullary tis- 
sues of the ovary itself (interstitial ovarian preg- 
nancy). 

In the second patient, no blood was found in the 
peritoneal cavity and the enlarged left ovary had not 
ruptured. The left ovary was enlarged, but other- 
wise essentially normal in form. On its superior- 
internal surface a small zone of purplish discolora- 
tion appeared. There was no opening onto the sur- 
face of the ovary. A partial ovariectomy was done 
on the left ovary and the specimen thus procured 
was sent to the pathologist. 

Microscopic examination of the specimen above 
described disclosed ovarian tissue with chorionic 
villae on the surface. In places these villae were in- 
volved in a process of autolysis. The pathologic 
diagnosis was superficial ovarian pregnancy. 

The two examplars of ovarian pregnancy here 
described are the sixth and seventh instances re- 
ported in the national literature of Brazil. 

Joun W. Brennan, M.D. 


Hypertensive Toxemias of Pregnancy. FRANK A. 
Finnerty, Jr. WN. England J. M., 1952, 246: 646. 


The treatment of hypertensive toxemias of preg- 
nancy involved the administration of injectable 


veratrum viride. In the nonconvulsive toxemias, 
this consisted of an initial dose of 0.75 units with 
procaine given intramuscularly. This was repeated 
whenever the blood pressure went over 140/90. If 
the dose did not reduce the blood pressure an addi- 


tional larger dose was given. In patients with eclamp- 
sia, 14 units are mixed with 20 c.c. of 5 per cent 
dextrose and given by syringe at the rate of 1 cc, 
per minute until there is 20 mm. fall in the systolic 
blood pressure. If this fails to occur, further vera- 
trum is given but is stopped at the first sign of hypo- 
tension. The needle is then removed and replaced 
by a nylon catheter, and 5 per cent dextrose in water 
is then administered slowly in order to maintain the 
patency of the catheter. More veratrum is then ad- 
ministered whenever the blood pressure rises to 
140/90. There is considerable variation in the dura- 
_— of action and each patient must be individual- 
ized, 

The major complication was that of nausea and 
vomiting which was controlled by intravenous injec- 
tion of sodium phenobarbital. Excellent results were 
obtained in almost all of the patients and good re- 
sults were obtained in all of the remaining patients 
with the exception of one. 

In the discussion it was pointed out that urinary 
suppression used to be considered the most serious 
complication in the use of the drug; however, this 
appears to occur only when marked drops in the 
blood pressure are present and does not occur when 
the drug is carefully administered. 

There were no maternal deaths among the 122 
cases presented, and among 75 cases of antepartum 
toxemia there were only 2 fetal deaths. 

James F. DONNELLY, M.D. 


Toxemic Accidental Hemorrhage. O’ DonEt Browne. 
Trish J. M. Sc., 1952, 6: 113. 


The incidence of toxemic accidental hemorrhage 
(bleeding from partial or complete separation of a 
placenta which is not previa in a woman who is 28 
or more weeks pregnant) has remained remarkably 
constant since 1919 at the Rotunda Hospital, Dub- 
lin, despite an increase in antenatal attendance in 
such cases of from 8 to 57 per cent. The stillbirth 
rate of 75 per cent for all grades of toxemic hemor- 
rhage has likewise not improved. 

The average time of hemorrhage in the too cases 
reviewed was between the thirty-fourth and thirty- 
fifth weeks. The earliest that the full clinical picture 
was noted was at the eighteenth week. Antenatal care 
offers little safeguard against accidental hemorrhage. 
Greater vigilance and earlier hospitalization are 
needed. The least possible manipulation, version, 
or other examination is done to avoid placental 
separation in toxemic women. Bi-daily recordings 
of blood pressure, urinary output, and albumin are 
essential, and any irregularity of the fetal heart, or 
undue activity of the uterus in the absence of labor, 
should be of grave concern. Such abnormalities 
are commonly precursors of placental separation, 
especially in toxemic women. All 7 maternal 
deaths, as well as a go per cent incidence of still- 
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births, occurred in those patients who were not in 
labor when the placental separation occurred. 
Hence the absence of labor, or the inability to induce 
it, is indicative of the seriousness of the case. A 
persistently falling blood pressure is very serious, as 
is a progressively rising pulse rate and falling pulse 
pressure. Albuminuria, although it may be absent 
beforehand, is a sine qua non of toxemic hemorrhage. 
It usually disappears 24 to 36 hours after delivery 
and is a reasonably accurate indication of what 
degree of anoxic or ischemic damage has taken place 
in the kidneys. Abnormal weight gain is indicative 
of early toxemia and is due to occult edema. Urinary 
output, albuminuria, and blood pressure should be 
estimated at least hourly during the acute phase of 
hemorrhage, and further treatment should be based 
on the response to conservative and restorative 
measures. 

The traditional use of saline and morphine fol- 
lowed by puncture of the membranes and the use of 
pituitrin has produced the same mortality rate since 
1919; hence there should be a change in the ap- 
proach to the problem. The author states that not 
only is abdominal delivery in these cases indicated 
earlier, when the patients are acutely ill, but what- 
ever chance we have of lessening the loss of infant 
life is in the earlier detection of the onset of the 
calamity and the performance of cesarean section 
before the child has died and the woman is in severe 
shock. Cesarean section should be preceded by 
early and adequate blood transfusion. Sodium con- 
taining fluids are dangerous in edematous women or 
in those with toxemic hemorrhage. If blood is not 
available, fluid loss should be replaced by 20 per cent 
dextrose or plasma. Oxygen is also useful. Low 
segment cesarean section should be used, and prob- 
ably not hysterectomy unless uterine rupture is 
present. ALAN Rustin, M.D. 


Etiology of Pre-Eclampsia-Eclampsia. Ww. J. Dieck- 
MANN, R. E. Potrincer, and L. M. RyNKIEwIcz. 
Am. J. Obst., 1952, 63: 783. 

Pregnant patients with pre-eclampsia-eclampsia 
are not able to concentrate sodium or chloride irons 
in the urine satisfactorily. Normal nonpregnant and 
pregnant patients are able to concentrate these ions 
in the urine. Patients with hypertensive disease and 
acute or chronic kidney disease during pregnancy 
are also able to concentrate these ions in the urine. 

When edema, hypertension, and other eclampto- 
genic conditions develop during pregnancy, the dif- 
ferentiation between the afore-mentioned diseases is 
often impossible clinically when the patient is first 
seen. Since the pre-eclamptic-eclamptic patients are 
not able to concentrate sodium or chloride ions in 
the urine, a test is proposed to make this differentia- 
tion possible. 

One thousand cubic centimeters of 2.5 per cent 
sodium chloride are injected intravenously in a pe- 
tiod of 30 to 4o minutes. A retention catheter is 
inserted before the injection and drained 15 minutes 
after the completion of the injection. Two 1-hour 
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specimens of urine are then collected and the con- 
centration of sodium and chloride in each one is 
determined. 

A low determination of sodium and chloride after 
the test injection is considered characteristic of 
patients with pre-eclampsia-eclampsia. 

Joun R. Wotrr, M.D. 


Pregnancy Associated with Congenital Abnormali- 
ties of the Female Reproductive Tract. ARNOLD 
N. FENTON and Bawa P. Sincu. Am.J. Obst., 1952, 
73: 744- 


During the 25-year period from 1925 to 1949, 62 
patients with congenital malformations of the uterus 
and vagina were observed on the obstetric service 
of the Sloane Hospital for Women, New York City. 
This is an incidence of 1 per 633 deliveries. 

Uterus bicornis unicollis with vagina simplex and 
uterus didelphys were the most common anomalies 
encountered. Of the 146 pregnancies in this series, 
26 per cent terminated as spontaneous abortions. 
Patients with uterus subseptus showed the highest 
incidence of abortion (37.5%). Only 56 per cent 
of the births occurred at term. There was an in- 
creased incidence of antepartum hemorrhage, mal- 
presentation, premature rupture of the membranes, 
premature labor, uterine inertia, operative delivery, 
retained placenta, postpartum hemorrhage, retained 
secundines, fetal abnormality, and fetal mortality. 
There was no increase in the incidence of toxemia, 
hydramnios, or plural pregnancy. Surgical compli- 
cations arose in 4 instances (incarceration of non- 
pregnant uterine horn in 2 cases, laparotomy for 
presumed tubal pregnancy in 1 case, and hysterec- 
tomy for molar degeneration in 1 case). 

In vertex presentations with an adequate pelvis, 
delivery may be allowed to proceed in a normal 
manner, with the realization that the patient must 
be watched closely because of the possibility of 
uterine rupture from a weakened musculature and 
because of the possibility of the other complications 
mentioned. Because of the high incidence of fetal 
mortality associated with breech presentations in 
this series, cesarean section might be the procedure 
of choice. ALAN Rusin, M.D. 


Epidemic Infantile Paralysis in Pregnancy and 
Childbirth (Die uebertragbare Kinderlaehmung in 
Schwangerschaft und Geburt). H. BrarTeNBERG. 
Wien med. Wschr., 1952, 102: 87. 


Eighteen instances of poliomyelitis during preg- 
nancy and (or) childbirth have been collected from 
the various hospitals in Austria. They were cases 
developing during the epidemic in Austria in the 
years 1947 and 1948. In this material there were no 
maternal deaths, and among the children born of 
these poliomyelitic mothers, not one instance of evi- 
dence of transference of the disease was observed. 
No special effort is related to have been made to 
isolate the newborn child from the sick mother, and 
no special prophylactic preparation is mentioned as 
having been administered. In fact, in one instance 
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the mother began to show symptoms 9g days before 
the child was born and developed paralyses in both 
lower extremities the day following delivery of the 
child. The child was not separated from the mother 
and, indeed, was permitted to nurse from the moth- 
er’s breast, yet never at any time exhibited any evi- 
dence of poliomyelitic involvement. 

The last case mentioned by the author is con- 
trasted with the instance reported by Podleschka 
(Zbl. f. Gyn., 1947, 96: 238), in which the child was 
isolated at birth from the mother, yet on the eighth 
day after operation (delivery was by cesarean sec- 
tion performed on the moribund mother) the Landry 
type of ascending paralysis developed and the infant 
died 3 days later. Of course, in this instance there is 
always the possibility that, despite the careful shield- 
ing of the newborn child, the infection may have 
come from external sources. 

Kreibich and Wolf, on the other hand, have re- 
cently reported an instance (Zbl. Gyn., 1950, 72: 694) 
in which the child was born in asphyxia and when 
resuscitated, 45 minutes later, it was noted that the 
extremities were noticeably flaccid. The child died 
12 hours and 45 minutes later and the subsequent 
histologic study disclosed the presence of anterior 
poliomyelitis. 

The author therefore admits the possibility of an 
intrauterine transference of the virus of anterior 
poliomyelitis; however, he does not believe that the 
absolute proof of intrauterine transference in this 
one instance is sufficient to justify the changes in the 
indications for interruption of pregnancy in polio- 
myelitis as proposed by the authors in this instance. 
He believes that confirmation of the purely specu- 


lative interpretations in this case will have to await 
the gathering of a much more extensive case material. 
Joun W. BRENNAN, M.D. 


Diffuse Reticulohemangio-Endothelioma of the 
Placenta, with Polyhydramnios, and a Celomic 
Monster Exhibiting Multiple Malformations 
(Réticulo-hémangio-endothéliome diffus du_pla- 
centa avec hydramnios et monstre coelosome porteur 
de malformations multiples). Paut Burcer, Lours 
FRUEHLING, and TH£o Worcu. Rev. fr. gyn. obst., 
1952, 47: 45. 

The authors report the finding of an unusual and 
very rare tumor of the placenta following delivery 
in a 24 year old primipara. The clinical picture was 
characterized by the development of polyhydram- 
nios, and premature delivery of a malformed child. 
The infant exhibited absence of the abdominal wall 
and multiple anomalies which were most marked in 
the pelvis. The placenta, extracted manually, cov- 
ered the entire endometrial surface. A small portion 
about the site of insertion of the cord appeared es- 
sentially normal; the rest, which was removed in 
fragments, was friable, flaky, and soft. Microscop- 
ically there was a diffuse angiomatous neoplasm 
within the villi and a marked proliferation of the 
surrounding stroma. The vascular spaces contained 
numerous nucleated red blood cells. 
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The etiology of this tumor is unknown. It is con- 
ceivable that the vascular portion arises from the 
reticulum cells of the placental villi. 

GrorcE C. Lewis, JR., M.D. 


LABOR AND ITS COMPLICATIONS 


The Use of Posterior Pituitary Extracts by Slow 
Continuous Perfusion in the Treatment of 
Functional Dystocias During Labor (Utilisation 
des Extraits Post-Hypophysiares en Perfusion Lente 
Continue dans le Traitement des Dystocies Fonc- 
tionnelles au Cours du Travail). J. VARANGoT, M. 
Cote, P. YBERT, and M. LEGRos. Gyn. obst., Par., 
1952, $51: 39. 

Prolonged labor resulting from failure of the ex- 
pulsive uterine forces has long been managed by 
conservative expectant therapy. Even the best re- 
sults of this management are accompanied by high 
fetal mortality; in addition, the maternal morbidity 
is elevated above that seen following normal labor. 

Both antispasmodics and intermittent parenteral 
oxytocics have been utilized with unsatisfactory re- 
sults in the treatment of functional dystocia. Fol- 
lowing the use of dilute intravenous pitocin in 121 
normal labors without fetal mortality, it was be- 
lieved that it might prove worthwhile to test its 
effectiveness in prolonged labor when there was no 
evidence of fetal pelvic dystocia. 

Functional dystocia was defined as the absence of 
progression of cervical dilatation on successive exam- 
inations 3 to 4 hours apart after at least one exam- 
ination had shown an appreciable dilatation and 
effacement of the cervix as a result of painful 
uterine contractions. 

One hundred and twenty-nine patients with these 
qualifications were given posterior pituitary extract 
intravenously. These cases represented 3.4 per cent 
of all patients delivered during the study period at 
the Maternité de Port-Royal and the Maternité de 
Hopital Saint-Louis in Paris, France. Two prepa- 
rations were used—one, a commercial extract con- 
taining a variable amount of vasopressor agents, and 
a second purified extract with 4 per cent international 
vasopressor units. No elevation of blood pressure 
could be attributed to either extract when given in 
the dilute form. Three to 5 international units were 
placed in 500 c.c. of isotonic glucose. This was 
given through a vein in the forearm at 15 to 20 
drops per minute. After the first half hour this was 
increased up to 60 drops per minute according to the 
patient’s response. 

If vaginal delivery did not occur within 6 hours 
after starting the pituitary perfusion, the case was 
classed as a failure of therapy. Nine such failures 
occurred. Three of these patients required cesarean 
section; 4 required cervical incision for delivery; and 
2 delivered vaginally after the 6-hour limit. Seven 
of the 9 cases occurred in patients whose cervix was 
less than 3 cm. at the start of the perfusion. There 
was no correlation of failure with the duration of 
labor prior to the period of functional dystocia. 
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One fourth of the patients were delivered with the 
assistance of forceps. Of these, two-thirds were 
delivered with outlet forceps; the rest, by midfor- 
ceps. No high forceps deliveries were required. There 
was no maternal death. Fetal mortality (3.1 per 
cent) was the same as that occurring in the cases 
with uneventful labors at the same hospitals. Ten 
of the patients presented borderline fetal-pelvic dis- 
proportion, and 9 of these were delivered vaginally. 

When the intravenous administration of posterior 
pituitary extract was continued for a short time 
after the third stage of labor, there was no unusual 
incidence of postpartum homorrhage, but if the per- 
fusion was stopped during the course of labor, there 
was significant increase in the incidence of hemor- 
rhage. The figures for fetal and maternal morbidity 
in the treated cases were no different from those 
observed following normal labor. 

Several contraindications to the use of intravenous 
posterior pituitary extract are to be noted: 

1. The stimulation of labor should not be under- 
taken until the cervix is dilated at least 3 cm. by 
“true labor.” 

2. There should be no mechanical obstruction to 
vaginal delivery. 

3. The uterus should not be over distended, i.e., 
multiple pregnancy. 

4. Multiparas with 4 or more pregnancies and 
elderly primagravidas should not be considered for 
stimulation by posterior pituitary extract. 

GeorcE C. Lewis, Jr., M.D. 


Kielland Forceps in Transverse Arrest (Forceps de 
Kielland et arrets en transverse). P. WILKIN. 
Bruxelles med., 1952, 32: 928. 


In the author’s experience, transverse arrest is 
most often caused by flat or android pelvis, and 
frequently is associated with a flat sacrum. When 
forceps are indicated in transverse arrest he prefers 
the Kielland forceps. A number of comparisons be- 
tween conventional forceps and Kiellands are made 
and he considers them favorable to the latter. He 
denounces the use of high forceps and points out that 
the decline in fetal and maternal mortality at the 
Maternité de l’H6pital St-Pierre, from 1938 to 1940, 
has resulted largely from abandonment of this oper- 
ation. Other factors were the increased use of 
cesarean section and roentgen pelvimetry. 

The author uses almost exclusively the originally 
described forceps application of Kielland. Usually 
he replaces the Kielland forceps with conventional 
ones to complete the delivery because it is easier 
and spares the perineum. 

_ In his series of 83 cases, the bladder was severely 
injured once but this may have happened before the 
application of the forceps. Ten infants died after 
the use of the forceps. In the 8 cases in which 
autopsy was carried out, death was found to have 
been due to cerebral hemorrhage. The fetal mortal- 
ity was less when the author elected to incise the 
cervix rather than wait for spontaneous dilatation. 
James Henry Fercuson, M.D. 
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Continuous Caudal Anesthesia in Labor. A. 
BRUNGE. Acta obst. gyn. scand., 1952, 31: 209. 
Although the technique of single injection caudal 
anesthesia has been widely used for anogenital sur- 
gery in the principal hospitals of Sweden, their ex- 
perience with continuous caudal anesthesia is ap- 
parently very limited; hence this report of the use of 
continuous caudal anesthesia for childbirth in 25 
cases. A No. 4 ureteral catheter and 2 per cent pro- 
caine solution in the well known intermittent dosage 
schedule were employed. Results, in general, were 
comparable to those reported in a very much larger 
American series. Satisfactory anesthesia and anal- 
gesia were obtained in 14 of the 25 cases. No un- 
toward effects were noted. ALAN Rusin, M.D. 
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The Pathology of Fetal and Neonatal Asphyxia. 
AGNES R. MAccrecor. Edinburgh M.J., 1952, 59: 
229. 

Fetal and neonatal asphyxia is the greatest cause 
of stillbirth and neonatal death. This asphyxia or 
anoxia may be due to interference with the circula- 
tion of blood through the placenta and cord by 
prolapse, knots, or twists in the cord, or by prema- 
ture separation of the placenta; placental insufficien- 
cy due to infarction, disease, or postmaturity; pro- 
longed pressure on the fetal head during labor caus- 
ing anoxia of the brain; and some anoxic conditions 
of the mother such as anemia, cardiac disease, and 
anesthesia. 

When death is caused directly by anoxia the 
pathological findings are universal venous engorge- 
ment, dark fluid blood, delayed clotting, and 
petechial hemorrhages. 

The peculiar features of fetal asphyxia are re- 
lated to those produced by inhalation of the con- 
tents of the amniotic sac. Inhalation of amniotic 
sac contents (fluid, vernix, desquamated epithelial 
cells, lanugo hairs, and meconium) is not physiologi- 
cal but happens only when the fetus makes respira- 
tory motions of great amptitude. This is an impor- 
tant and reliable sign of fetal asphyxia; although 
many term babies can survive this trouble, prema- 
ture infants often cannot. 

The essentials for adequate oxygenation are well 
developed normally functioning respiratory centers 
and a respiratory apparatus properly adapted to 
procure ventilation of the lungs and oxygenation of 
the blood. The premature infant is often unable to 
survive because of the lack of development of these 
features. 

Atelectasis is often due to the response to anoxia 
in which the bronchioles are overdistended and the 
alveoli are closed by congestion, edema, and later 
fibrosis. 

The development of a hyaline membrane is a 
response to anoxia. Hemorrhages into many organs 
with resultant death are often due to the delayed 
blood clotting caused by anoxia. Pneumonia often 
follows asphyxia. 
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Many deaths attributed to infection and hemor- 
rhage are in reality caused by asphyxia. The patholo- 
gist’s role in demonstrating the pathology of 
asphyxia and its true significance can do much to 
increase our knowledge as to the exact role of 
asphyxia in fetal deaths. Joun R. Wotrr, M.D. 


Fetal Anoxia (L’Anoxie foetale). R. CANON, P. GuILHEM, 
and M. Maver. Gyn. obst., Par., 1952, 4: 145. 


Fetal and neonatal mortality rates have not 
changed appreciably in the past 50 years. On the 
other hand, maternal mortality has shown a definite 
improvement as the result of all the attention it has 
received recently. If we are to expect improvement 
in the fetal and neonatal mortality more effort must 
be directed to the problem of anoxia and its effects 
on the fetus and newborn infant. 

In a review of the literature the progress of normal 
pregnancy, delivery, and neonatal life is detailed in 
sharp contrast with the progress of these stages when 
anoxia intervenes. Furthermore, the role of anoxia 
is only appreciated when the obstetrician is aware of 
the importance of the margin of safety between the 
oxygen supply and demand of the fetus and new- 
born. As term approaches this margin narrows but 
it is still adequate. The well known hazards of post- 
maturity may be attributed to a further reduction of 
this safety factor through the senescence of the 
placenta. 

During the prenatal period anoxia appears to play 
no physiologic role. The normal fetus does not make 
respiratory efforts until it is subjected to anoxia. It 
can be conclusively shown that under normal condi- 
tions the lower respiratory tract never fills with 


amniotic fluid. This can be proved by placing radio- 
paque iodide preparations in the amniotic fluid. 
When anoxia intervenes, respiratory movements 
may be instituted. 

In the newborn the onset of respiratory move- 
ments results from external stimuli and a physiologic 


anoxia. While the newborn infant seems to resist 
anoxia, its defense mechanism is poorly developed 
because of endocrinal immaturity. 

The role of anoxia in fetal and neonatal mortality 
was studied in 202 cases coming to autopsy. The 
cases were divided into four groups on the basis of 
their etiology. Fifteen per cent were considered to 
be of purely maternal origin as the result of cardio- 
vascular and respiratory deficiencies. Fifty four per 
cent were of combined maternal and fetal origin from 
abnormal contractions, abruption of the placenta, 
and placenta previa. Nine per cent of the cases 
classed as ovular resulted from cord accidents and 
anomalies of the placenta. Fetal abnormalities were 
the source of the last group. 

A clinical review of 1,800 deliveries with respect to 
the signs of anoxia both before and after delivery is 
presented. The postnatal effects of anoxia may be 
classed as immediate, those appearing at birth; sec- 
ondary, those in the first 48 hours; late, those ap- 
pearing from the third to the fifteenth day; and de- 
layed, those neuropsychiatric evidences which are 
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seen later in life. In the prenatal group a change in 
the fetal cardiac rate or rhythm and the appearance 
of meconium are helpful in the diagnosis of anoxia, 
A pulse rate below 100 per minute and irregularity 
of the rhythm are pathologic. Tachycardia in this 
group was not an indication of fetal distress. Ab- 
normalities of the fetal pulse are more common in the 
second stage of labor, but alterations during the first 
stage are more significant. In postmaturity the ab- 
normalities of cardiac rate and rhythm were three 
times more common than at term. The intravenous 
use of very dilute pitocin appeared to be much safer 
than intramuscular serial injections since abnormal- 
ities of the cardiac rate were much higher in the latter 
group. 

Seventy-five per cent of the cases with fetal dis- 
tress as indicated by fetal heart sounds presented no 
evidence of meconium. In the cases which did ex- 
hibit distress the appearance of meconium was four 
times more common in the first stage than in the 
second. One-fourth of the infants with whom meco- 
—_ was associated had respiratory difficulty at 

irth. 

Alterations in maternal signs were seen in cases 
associated with fetal distress, but they were not 
diagnostic of fetal anoxia. 

Further observations were added to the already 
well known signs of postpartum anoxia. During the 
first 24 hours irregular breathing need not indicate 
pathologic changes. Atelectasis associated with 
anoxia may pose problems. A _ roentgenographic 
study of 170 cases showed that useful evidence was 
present only in the cases showing obvious clinical 
signs of distress. The principal roentgenographic 
findings were the persistence of a horizontal appear- 
ance of the intercostal spaces and a marked contrast 
between the bronchi and surrounding parenchyma. 
Ophthalmologic examination of 500 infants at birth 
gave no useful information. 

The importance of the hyaline membrane and its 
relation to anoxia is completely reviewed, and the 
need for further study of the prevention of this con- 
dition is stressed. 

Electrocardiographic studies demonstrated defi- 
nite abnormalities of the T wave during anoxia. No 
such changes were seen in normal infants. Anoxia 
lowered the blood pressure in severe cases, but no 
definite correlation with the pulse was noted. Post- 
partum secondary signs were apneic crisis, anomalous 
respiratory movements, and pulmonary edema. 
Their appearance indicates a poor prognosis. The 
late postpartum signs are apnea and cyanosis usu- 
ally accompanied by neurologic manifestations. The 
delayed group of signs were those of neuropsychiatric 
type. Such disorders can be attributed to anoxia in 
a few cases. Obviously, the primary therapy of 
anoxia is to increase the oxygen supply to the fetus 
or newborn. Intermittent administration of oxygen 
to the mother during the prepartum and intrapartum 
periods is indicated and governed by the fetal and 
maternal signs. The dangers of oxytocics, analgesics, 
and anesthesias must be appreciated. The best 
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agents for delivery are ether and nitrous oxide. There 
should be no hesitation in the use of episiotomy and 
forceps when labor appears delayed. To avoid fetal 
anoxia interference in the second stage of labor 
should be determined by the fetal and maternal signs 
and not by the classical delay of 2 hours to evaluate 
progress. Clamping of the cord should be delayed 
until as much placental blood as possible can be 
drained into the infant. This is essential in all cases 
of anoxia. Infant resuscitation should include plac- 
ing the infant in a Trendelenburg position with the 
head at least 5 cm. below the feet, keeping the new- 
born warm, and routinely aspirating all fluids in the 
respiratory tract with a blunt Coudee-tipped rubber 
tube. Oxygen therapy is best carried out with the 
use of a mask and intermittent pressure controlled 
by the operator. Pressures from 15 to 25 centimeters 
of water are safe. The administration of oxygen 
should be adjusted to the infant’s response. In this 
manner no toxic effects or mechanical dangers will be 
encountered. Other methods of artificial respiration 
of infants do not appear useful and may even be 
dangerous. When the signs of anoxic changes appear 
later in the postpartum period, the only useful treat- 
ment is the administration of oxygen, repeated aspi- 
ration of the airway, use of the bronchoscope, and 
the employment of antibiotics. 

From 1946 to the present time greater effort was 
directed toward the therapy of anoxia. In order to 
see if there could be any improvement of the clinical 
results in terms of the fetal and neonatal mortality, 
the cases delivered at Maternité de Port-Royal 
(Paris) were analyzed. It was noted that in the 
period from 1946 to 1949, there was no appreciable 
change in the term and premature mortality within 
the first 24 hours following delivery, but there was a 
definite reduction in the term and premature mor- 
tality during the first 12 days. The lack of improve- 
ment in the infants dying within 24 hours was at- 
tributed to trauma plus anoxia rather than to anoxia 
alone. The fetal mortality fell from a level of 2.9 per 
cent in 1946 to a level of 1.06 per cent in 1949 through 
the correction of anoxia in the prenatal and post- 
natal period. Georce C. Lewis, M.D. 


The Rhesus Factor (D) at the Maternity Depart- 
ment of the University of Louvain; Results of 
Prenatal Investigation and Technique of Ex- 
change Transfusion Treatment (Le facteur 
Rhésus (D) 4 la Maternité Universitaire de Louvain; 
résultats du dépistage prénatal et technique du 
traitement par exsanguino-transfusion). J. JANs- 
SENS. Gyn. obst., Par., 1952, 4: 13. 


The distribution of the four blood groups and of 
the Rh factor was determined in a series of 1,682 
pregnant women. It corresponded essentially to the 
generally accepted figures, and the proportion of Rh 
negative patients was about equal in all of the blood 
groups. The proportion of Rh negative women was 
19.18 per cent in the entire series. 

_ In the rest of the article the author discusses the 
indications and technique of exchange transfusion in 
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erythroblastosis. If, according to the history and to 
the antibody titer, a severe case was anticipated, 
labor was induced at 38 weeks of pregnancy. Only 
when there was a history of stillbirth before 38 
weeks in previous pregnancies was labor induced at 
36 weeks. The advantages and drawbacks of this 
method are discussed briefly. Although more chil- 
dren were born alive, the net proportion of deaths in 
the neonatal period is higher than when the preg- 
nancy is interrupted at 38 weeks. 

It is an open question whether exchange trans- 
fusion should be done even when the hemoglobin 
level is normal at birth. The English school believes 
it should not be performed if the hemoglobin in the 
cord blood is above 15.5 gm., even if the Coombs test 
is positive. However, exchange transfusion, even at 
this high hemoglobin level, would prevent the devel- 
opment of a possible kernicterus. 

The heparinized blood is injected in the umbilical 
vein through a Nélaton catheter (No. 8 or 10) 
which is attached to the syringe. The total amount 
is one-fifth of the newborn’s weight, and from 4o to 
50 C.c. more are injected than were withdrawn in 
order to combat the anemia. However, this method 
is not without risk. Mollison has shown that the 
venous pressure is inversely proportional to the 
hemoglobin level, and the injection of an excess of 
blood may lead to heart failure. 

WERNER M. Sotmitz, M.D. 


Fetal Infections (Fetale Infectionen). M. STAEMMLER 


Geburtsh. & Frauenh., 1952, 12: 301. 7 


The author’s remarks are based on material ob- 
served in the Institute of Pathology and Bacteriolo- 
gy, at Aachen. He states that the two most impor- 
tant specific infections of the fetus are tuberculosis 
and syphilis, but that there are more commonly oc- 
curring ones than these. The problem of infection 
in the fetus may be approached by studying definite 
organs or by systematically studying the fetus as a 
whole. The author has chosen the latter method. 
The results of his studies on 135 abortuses and pre- 
mature births are presented. Each was examined 
microscopically and macroscopically. 

The most common finding was a thickening and 
induration of the fetal membranes with purulent 
amniotic fluid—the older the conceptus, the more 
frequently this finding was observed. The source of 
the white cells is twofold: the maternal intervillous 
spaces and the blood vessels of the (older) fetus. 
Gram-positive cocci rods and gas bacilli were found 
in 5 cases, but in general, with careful histologic 
techniques, bacteria were not often evident. 

Umbilical cord infections were also found, but less 
frequently. The inflammatory process tended to be 
external rather than interstitial, which suggested 
secondary involvement from the amniotic fluid. 

Purulent material suggesting purulent gastritis 
and purulent bronchitis was often present in the 
stomach and bronchi; however, the epithelium usual- 
ly showed little evidence of inflammatory changes 
unless the child had lived some time. 
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In the author’s opinion, these findings indicate 
that infection begins in the amniotic fluid, coming 
directly from the uterine wall, through the tubes, or 
being introduced directly into the amniotic sac, as 
happens in criminal abortion. Hematogenous infec- 
tion is apparently unusual. In spite of the fact that 
relatively few bacteria were seen, it is believed that 
the inflammatory changes were usually caused by 
infectious organisms. WarreN R. Lane, M.D. 


MISCELLANEOUS 


Preventive Medicine in Obstetrics. DucAtp Barrp. 
N. England J. M., 1952, 246: 561. 


Considerable research has gone into this study in 
an effort to determine the influence of the various 
hereditary and environmental factors on the child- 
bearing function of women. The obvious conclusion 
was that good physique, health, and education, plus 
an early marriage, was the ideal situation for repro- 
ductive efficiency. 

There was a definite correlation between the wom- 
en’s social and financial status and their physical 
growth as determined by their height. Generally, it 
was found that the taller women were in better health 
and performed their reproductive functions more ef- 
ficiently. It was similarly discovered that, from the 
obstetric viewpoint, the pelvic shape was better in 
the group of taller women. It was also pointed out 
that the present trend of the higher social classes to 
have less and less children might well result in a 
lowering of our intellectual standards. 

James F. DonnELty, M.D. 
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Do Attempts at Abortion Lead to Deformities 
(Koennen Abtreibungsversuche zu Missbildungen 
fuehren?). Geburtsh. & Frauenh., 1952, 12: 333. 

The author reviews. the various causes for con- 
genital malformations. He believes that unsuccess- 
ful attempts at terminating pregnancy should be 
added to this list. 

Many theories have been proposed in explanation 
of malformations: abnormal germ plasm or uterine 
implantation site, lues, fetal rickets, hormonal dis- 
turbances (especially those of the thyroid and pitui- 
tary), toxic disturbances of the egg from systemic 
disease and vitamin deficiencies. Hydramnios js 
found frequently in association with deformities, but 
this is probably a result rather than a cause. Spon- 
taneous amputations are also known to occur in 
utero from twistings of the cord. 

The author presents 2 case histories in support of 
his own theory. One case is that of a 25 year old 
woman, gravida 4, para 3, who vigorously attempted 
to terminate her pregnancy by many hot sitz baths, 
large doses of quinine, and many douches. Her child 
was stillborn with hydrocephalus and talipes. The 
other is that of a 42 year old woman, gravida 3, para 
2, who had many and prolonged physical disagree- 
ments with her husband and also took many douches 
to terminate pregnancy. The resulting child was 
mongoloid with a cardiac septal defect, and suc- 
cumbed in 6 weeks. 

The 2 cases presented are suggestive, but certainly 
cannot be accepted as definitive proof. 

WARREN R. LANG, M.D. 
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Pheochromocytoma. Case Report of a Successful 
Thoracoabdominal Operation After 9 Negative 
Surgical Explorations. P. Errersge, Tyce CL. 
Gertz, and A. Lunn. Acta. chir. scand., 1952, 
103: 43- 

The authors report a case of pheochromocytoma, 
which is remarkable for the following reasons: (1) 
diagnosis was established after the patient had been 
observed for several years; (2) after diagnosis, 9 ex- 
ploratory operations were performed without finding 
the tumor, which was finally palpated under general 
anesthesia plus curare; (3) the tumor was removed 
by a thoracoabdominal approach. 

The history consists of recurrent severe head- 
aches, palpitations, profuse sweating, and hyperten- 
sion. The intravenous histamine test and the cold- 
pressor test provoked a typical attack. By fluoro- 
metric methods, the adrenalin plus noradrenalin 
blood levels were markedly elevated. Between at- 
tacks the patient was completely normal on com- 
plete physical examination, neurologic examination, 
urinalysis, blood count, intravenous urogram, cys- 
toscopy, left-sided cephalarteriography, spinal tap, 
air encephalography, and electroencephalography. 
Barium studies and sigmoidoscopic findings were 
also normal. The frequency of attacks increased to 
tonic spasms every minute. Repeated complete neu- 
rologic workup showed no signs of a focal cerebral 
lesion. 

Nitrites, papaverine, barbiturates, methylthioura- 
cil, intravenous magnesium sulfate (20%), and even 
dibenamine intravenously were of no aid. 

The 9 surgical procedures consisted of the fol- 
lowing: 

A bilateral thoracic sympathectomy was done, at 
which time the right adrenal gland was seen to be 
normal. The left adrenal gland, which was slightly 
enlarged, was later removed. Because the gland was 
of firm tissue near the tail of the pancreas, the pan- 
creatic area was explored with no results. The right 
adrenal was explored 8 days later and nothing was 
found, so the space between the liver and the kidney 
was inspected; no tumor was found. A left-sided 
thoracotomy was done, the diaphragm was split, and 
a pelvic laparotomy was done—all to no avail. A 
right thoracolaparotomy was done, and the duode- 
num and hepatic flexure were mobilized medially 
with the liver. The right pleural cavity was nor- 
mal, so the duodenum was further freed and the vena 
cava exposed. The tumor was found behind the vena 
cava and partially concealed by the left renal vein. 
There was a stalklike connection to the right adrenal 
gland. The tumor measured 3 by 2 by 2 by 2.5 
cm., and weighed 21 gm. 

Postoperatively, for several months, the patient 
had occasional recurrent seizures, but these subsided. 


During these episodes there was no paroxysmal hy- 
pertension and no pressor substance in the blood. 
The attacks were considered functional, and to have 
been caused by personal troubles. 

The authors stress the fact that every attempt to 
localize the tumor by local pressure and palpation 
was made. One of the reasons for the success of the 
last surgery was that the tumor was preoperatively 
localized under anesthesia. The thoracoabdominal 
approach is recommended only in selected cases. 

NATHAN ROsENBLOOM, M.D. 


Surgery of the Adrenal Glands. Epwarp WItson. 
M 


ed. J. Australia, 1952, 1: 249. 


Surgery of the adrenal glands, except for tumors, 
is still in the experimental stage. The indications for 
surgery at the present time are as follows: (1) adrenal 
tumors, cortical and medullary, benign and malig- 
nant; (2) adrenal hyperplasia; (3) Cushing’s syn- 
drome; (4) perhaps for transplantation into patients 
with Addison’s disease. 

Hormonal activities of the adrenal glands are man- 
ifold, varying from the regulation of salt and water 
metabolism to androgenic and estrogenic activity 
and adrenogenital syndrome. 

Virilism was classified by Broster (1947) into 4 
main groups: (1) prepubertal, (2) postpubertal, (3) 
the Cushing or fat type, and (4) postmenopausal. 
Adrenalectomy is most often seen in the postpuber- 
tal type, i.e., in women under 4o years of age in 
whom the urinary 17-ketosteroids are increased. 
The author’s 5 cases, in which adrenalectomy was 
performed for hirsuties, were in this group; there was 
definite improvement in 4 of 5 patients. The risk is 
small and Broster reported 100 cases without a fatal- 
ity. The more pronounced the virilism, the greater 
is the improvement that may be expected. 

The signs and symptoms of Cushing’s disease are 
well known. It differs from the adrenogenital syn- 
drome in the presence of obesity, weakness of mus- 
cles, and less enlargement of the clitoris. Hyperten- 
sion and diabetes mellitus are more often present in 
Cushing’s syndrome than in the adrenogenital syn- 
drome. In some cases of Cushing’s syndrome there 
is an adrenocortical tumor and in others there is hy- 
perplasia of the adrenal cortex. The best results with 
surgery are obtained in patients with cortical adeno- 
mas. In adrenal hyperplasia, there is no agreement 
as to the amount of glandular tissue to be removed. 
In the author’s case, half of each gland was removed 
and a slight remission occurred for a few weeks; the 
signs and symptoms then recurred. 

Adrenal gland transplantation has been performed 
by several authors for the treatment of Addison’s 
disease. The surgery is usually followed by a crisis. 

Adrenal tumors include cortical adenoma and car- 
cinoma, neuroblastoma, ganglioneuroma, and pheo- 
chromocytoma. 
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Tumors of the cortex or medulla may cause symp- 
toms, owing to secretions of hormones, to size of the 
tumor, or to metastases. The phechromocytoma or 
chromaffin-cell tumor of the medulla is interesting 
because of the clinical effects, due to intermittent re- 
lease of large quantities of adrenalin into the circu- 
lation. The author describes one case of malignant 
phechromocytoma in which the diagnosis was made 
by palpation of an abdominal mass. 

The preoperative selection of patients for adrenal- 
ectomy is determined primarily on clinical grounds 
and with the aid of a test. The urinary 17-ketoste- 
roid levels are of great value despite the fact that in 
children, especially, the levels may be normal. It 
should be noted that although not all androgens are 
17-ketosteroids, and all 17-ketosteroids are not an- 
drogens, this test is the best available method of 
estimating the increased production of androgenic 
substances. The normal level of urinary 17-keto- 
steroids varies with the method of estimation and 
shows wide variation even in the normal subject. 
The usual adult female level is 10 mgm. and the male 
level is about 15 mgm. for 24 hours. In Addison’s 
disease the male level is about 5 mgm., while in the 
female it is less than 0.5 mgm. Low levels occur in 
Simmond’s disease and in prolonged starvation. A 
level of more than 100 mgm. per day may be ac- 
cepted as diagnostic of an adrenal tumor. After uni- 
lateral adrenalectomy in virilism and hirsuties there 
is usually a fall of 50 per cent in urinary 17-keto- 
steroids. 

Another biochemical test to aid in diagnosis is that 
of urinary estrogens. Only in cortical carcinoma is 
the estrogenic urinary level increased. The most 
important x-ray diagnostic aid is perirenal air insuf- 
flation; however, unless the gland is at least twice its 
normal size, it is not possible to demonstrate enlarge- 
ment by this method. 

The author uses a one-stage procedure for adrenal- 
ectomy as compared to the methods of Broster or 
Young. The presence of ovarian or other pelvic tu- 
mor should be ruled out as much as possible. The 
approach used here is through the bed of the twelfth 
rib, as described by Hertz. Care must be taken to 
anticipate postoperative shock and crises. Adreno- 
cortical extracts should be used preoperatively, and 
the electrolyte balance carefully watched. 

In summary, the author concludes that adrenal- 
ectomy is of value in mild cases of virilism. The 
surgical approach was discussed. 

NATHAN RosENBLOOM, M.D. 


A Study of Bilateral Total Adrenalectomy in Malig- 
nant Hypertension and Chronic Nephritis: Pre- 
liminary Report. J. HARTWELL HARRISON, GEORGE 
W. THorn, and Mopestino G. CRISCITIELLO. J. 
Urol., Balt., 1952, 67: 405. 

This study of bilateral total adrenalectomy was 
prompted by a number of factors: (1) the availabil- 
ity of adrenal substitution products, and (2) the 
experience of one of the authors with 2 patients hav- 
ing hypertension who developed Addison’s disease 
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and became normotensive. The benefit of the salt. 
free diet in the management of hypertension has 
long been recognized. The sodium-retained effects 
of desoxycorticosterone are well known. In view of 
the failure of present day therapy now utilized in 
such a high percentage of cases, it was decided to 
study the physiological changes which bilateral com- 
plete adrenalectomy might induce in a small group 
of selected patients who had failed to respond to 
strict medical treatment and who were considered 
too far advanced to benefit from sympathectomy, 
By total adrenalectomy it was planned to eliminate 
as far as possible the salt-retaining hypertensive 
factors of the adrenal desoxycorticosteronelike sub- 
stances, and to attempt after operation to modify 
the substitution therapy in proportions compatible 
with an active sedentary existence and at the same 
time avoid salt and water retention. 

Two groups of patients were selected. In the 
first group there were 9 patients with advanced 
malignant hypertension; all manifested retinal 
changes and definite enlargement of the heart. In 
6 cardiac decompensation and in 2 previous coronary 
thrombosis had occurred. Severe edema from cardiac 
decompensation had been present in 4 patients. 
Pulmonary infarction from embolism had occurred 
previously in 2 patients. Four of this group had 
definite evidence of renal insufficiency and 5 showed 
signs of nephrosclerosis without azotemia, and 5 had 
evidence of cerebrovascular disease. 

In the second group, 5 patients had chronic 
nephritis as the background of their vascular hy- 
pertension. Renal insufficiency was present to a 
marked degree in 4; 3 had severe edema. Eye 
ground changes were present in all. Cardiac and 
hepatic enlargement were present in 4 of the 5 in 
this group. 

In the combined groups, 13 bilateral total adren- 
alectomies have been completed and 1 unilateral 
adrenalectomy. Two of the nephritic patients have 
died from renal failure shortly after operation. One 
of the hypertensive patients died of coronary throm- 
bosis 12 days after operation. One patient died of 
cardiac arrest in an hour after operation. Nine of 
the 13 patients have survived and 7 of these have 
been definitely benefited, subjectively and objec- 
tively. In 2 the results were too recent for evalua- 
tion. In none of these patients has enough time 
elapsed to determine whether there was any arrest 
in the progress of the vascular disease. 

Preoperative preparation is directed toward ob- 
taining maximal circulatory efficiency and restora- 
tion of the cardiac and renal functions. Salt-free 
diet, diminution of edema by diuresis, digitalization, 
and sedation are fundamental factors in the pre- 
operative preparation. In some cases, additional 
measures for the correction of renal insufficiency 
and electrolyte imbalance have been necessary. 

Bilateral adrenalectomy requires adequate hor- 
monal substitution therapy. Cortisone, 100 mgm., 
is given intramuscularly the night before operation 
and before surgery. During operation, aqueous 
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adrenocortical extract (100 to 200 c.c.) and neosyn- 
ephrin (20 to 50 mgm. by intravenous drip) are 
given as required for circulatory stability. Cortisone, 
so mgm. every 6 hours, is given intramuscularly 
during the first 48 hours of the postoperative period 
and reduced gradually to a maintenance dose. A 
sodium diuresis occurs usually in the first 10 days 
after operation. The time of onset varies in dif- 
ferent patients. In the late postoperative care, salt 
depletion must be avoided by adding 3 plus gm. of 
sodium chloride to the diet, desoxycorticosterone 
acetate 1 mgm. per day 3 to 6 times a week as nec- 
essary, or both, to avoid weakness and hypotension 
from salt depletion. The demands of the individual 
patient have varied considerably, and must be care- 
fully studied and followed over a period of months 
in order to attain the best adjustment possible. 

This substitution therapy has been shown to be 
adequate to sustain life under the circumstances of 
an active although sedentary existence. 

The surgical approach most often used by the 
authors is the posterior one, chiefly because it con- 
fers possible bilaterality to the operation and be- 
cause the position is well adapted to continuous 
spinal anesthesia. The patient is placed in the prone 
position, flexed at the trunk, and the thighs are 
lowered to about 20 degrees. The left side is usually 
done first because the left adrenal is easier to ex- 
pose than the right. The incision is made over the 
eleventh or twelfth rib which is resected sub- 
periosteally, and the kidney is partially mobilized 
and displaced inferiorly. The gland is approached 
superiorly and laterally; these attachments being 
ligated; after which traction is applied gently to ex- 
pose the medial and inferior vessels. A routine kidney 
biopsy is done. 

If the patient’s condition is satisfactory, the other 
side is removed at the same sitting. If the opera- 
tion is done in 2 stages, a posterolateral exposure 
is made, especially on the right side. 

The study was not undertaken with the idea that 
the adrenal gland is the cause of malignant hyper- 
tension but rather that it is one important factor 
because of its production of desoxycorticosterone- 
like substances and that the effects of eliminating 
the salt-retaining influence deserved investigation. 
It was believed that circulatory efficiency might be 
improved by effective alteration of the salt and 
water metabolism and that possibly an arrest of 
progressive vascular disease might be attained to 
give prolongation of a more productive and com- 
fortable existence. The former result has been ob- 
tained and the latter will be adjudged by the sub- 
sequent course of these patients. 

Specific symptoms which have been relieved are 
headache, weakness, palpitation, substernal op- 
pression, orthopnea, dyspnea, ascites, and edema 
of the extremities. There has been a notable disap- 
pearance of anxiety in most cases. The accompany- 
ing clinical signs have been striking decrease. in 
heart size, clearing of the lung fields, increase of 
vital capacity, diminution in hepatic enlargement, 
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improved exercise tolerance, and loss of edema. 
Significant drops in the blood pressure with excellent 
toleration have occurred in 4 of the 9 patients sur- 
viving the total treatment. No striking changes in 
the eye grounds have yet been observed. Azotemia, 
previously existent, has not in any case been di- 
minished as a result of adrenalectomy, and the 
presence of such a degree of renal insufficiency as 
to yield a blood urea level of 50 mgm. per cent or 
higher is considered an absolute contraindication to 
this procedure. 

The 8-hour intravenous ACTH test on the num- 
ber of circulating eosinophils has been used as a 
check of any functioning adrenal tissue remaining 
in the body. If functioning adrenal tissue is present 
a significant fall in the circulating eosinophils will 
occur, as shown after unilateral adrenalectomy. A 
day-to-day record of the excretion of sodium chlor- 
ide in the urine is kept until a diuresis has been 
established and a balance between excretion and in- 
gestion can be regulated by the administration of 
the proper amount of sodium chloride to maintain 
the body economy and yet not accumulate an excess 
of salt and water in the tissues. Herein seems to 
lie the source of any improvement from adrenalec- 
tomy at present. Rosert O. BEaDLeEs, M.D. 


Studies in Pyelorenal Backflow. James A. Ross. 
Brit. J. Urol., 1952, 24: 27. 

The author discusses his studies on pyelorenal 
backflow, based on a review of clinical cases, and on 
roentgenograms, injections, and dissections of kidney 
specimens. The types of backflow are usually classi- 
fied as (1) pyelovenous, (2) pyelolymphatic, (3) 
pyelotubular, and (4) pyelointerstitial (termed py- 
elosinus transflow by Narath). These classifications 
are based on anatomical and clinical observations 
by previous authors. The spread of disease from 
pelvis to tubules was noted by Burns in 1926. The 
same year, Bird and Moise demonstrated that solu- 
tions passed readily from the pelvis into the col- 
lecting tubules, as in pyelotubular backflow. Pyelo- 
interstitial extravasation is seen to a greater or lesser 
extent in all cases as a preliminary phase. The dye 
is extravasated into the peripelvic and pericalycine 
spaces prior to passing into veins or being absorbed 
by the lymphatics. Abeshouse (1934) and Higham 
(1937) drew attention to pyelolymphatic backflow. 
The fine lines running irregularly from the kidney 
shadow towards the vertebral column were con- 
sidered to represent lymphatic channels. The lym- 
phatic channels of each kidney (6 to 8 in number, ac- 
cording to Narath) emerge from the hilum both in 
front of, and behind the blood vessels, and run 
medially to end in the aortic glands at, and below 
the level of the hilum. In pyelovenous backflow the 
communication is mainly established in the calycine 
fornices where the interlobar veins are in almost 
direct contact with the mucosa of the calyces. The 
ingression of dye produces a typical ring appearance. 

Several clinical’ cases, illustrative of the afore- 
mentioned varieties of backflow, are presented. In 
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the experimental work performed to demonstrate 
these conditions, the ureter was injected with a 
radiopaque medium at a pressure certain to cause 
leakage. The block of tissue containing kidney, 
perinephric fat, renal vessels, aorta, and aortic glands 
was sectioned and the course of the medium was 
traced by roentgenographs and dissection. Oper- 
ative and postmortem specimens were used. In- 
jections of India ink up the ureter into the pelvis 
are shown by photomicrographs, to begin the extra- 
vasation at the calycine fornix angle. Leakage into 
the renal sinus is in close proximity to the small 
vessels. A similar pathway of spread is noted in the 
progress of thrombus formation produced in an 
instance of acute rise in pelvic pressure following a 
ureteral ligation. In an experiment in which the 
author injected blue neoprene into the renal vein 
and white neoprene into the ureter simultaneously, 
free backflow from the calyces occurred, filling the 
renal venous system. The white neoprene was easily 
traced into the blue neoprene in one of the main vein 
tributaries, confirming the findings of Hinman that 
it is easy to inject the renal venous system via the 
ureter. It was not possible to form casts of slender 
vessels corresponding to those roentgenologically 
considered to be lymphatic channels. 

To determine the pressure at which pyelorenal 
backflow occurs, a manometer was devised to give 
some indication of the pressure developed in the 
renal tract when a retrograde pyelographic examina- 
tion is performed by syringe injection. This pressure 
was surprisingly high, up to 150 to 200 mm. Hg at 
times, with 64 mm. Hg as an average figure. The 
threshold figure for the appearance of backflow was 


variable, ranging from 25 to95 mm. Symptoms also 
varied, backflow occurring sometimes with, and 


sometimes without, pain. In all patients who 
complained of pain, a brisk efflux down the ureter 
was noted. The amount of dye injected had no 
particular effect. No particular underlying patholog- 
ical condition was found, which might predispose to 
the production of pyelorenal backflow. 

ALLAN K. SwersiE, M.D. 


Kidneys in Tourniquet Shock, with Particular 
Reference to Circulatory Changes. Experimen- 
tal Study. S. R. Muxnerjee. Brit. J. Urol., 
1952, 24: 52. 

In hemorrhagic and tourniquet shock, the blood 
flow through the kidneys of dogs is reduced con- 
siderably, with progressive impairment of tubular 
function. Tubular lesions characteristic of “lower 
nephron nephrosis” have been described, and, since 
vessels and glomeruli are not affected, disturbances 
of renal function have been considered to be due to 
obstruction of the tubules or to unselective tubular 
reabsorption of filtrate. Trueta and his co-workers 
have found evidence of a juxtamedullary by-pass in 
rabbits exposed to crush injuries with exclusion of 
the peripheral cortex from the circulation. 

There is no doubt that a positive correlation exists 
between the degree of shock and the development of 
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‘ower nephron nephrosis.” Surgical shock, how- 
ever, produces progressive circulatory disturbances 
not confined to any one particular area. With the 
use of radioactive isotopes in the investigation of the 
effects of circulatory disturbances, the kidneys and 
other organs of dogs were examined histologically, 
The result showed a widespread anoxia due to ex- 
tremely sluggish circulation, and a degree of anoxia 
related to the duration of shock. In addition, the 
morphological changes in the kidneys suggested that 
renal ischemia was diffuse and not confined to any 
particular area of the kidney. This cannot be ex- 
plained on the basis of observations of Trueta and his 
co-workers who believe that the juxtamedullary 
cortex is not deprived of circulation. Some doubt is 
provoked as to whether such a by-pass ever functions 
in dog or in man. 

The changes in the kidney in conditions causing 
peripheral circulatory failure can be considered to 
represent only a localized manifestation of the gen- 
eral anoxic condition and are not due to any peculi- 
arity in intrarenal circulation. Perhaps the term 
‘“‘kidneys of peripheral circulatory failure’ would be 
better suited to explain the nature and genesis of 
renal damage in surgical shock. 

ALLAN K. Swersiz, M.D. 


Atrophic Pyelonephritis Versus Congenital Renal 
Hypoplasia. Joun L. Emmett, J. Jose ALvAREz- 
IERENA, and JOHN R. McDONALD. J. Am. M. Ass., 
1952, 148: 1470. 

The authors expressed the opinion that the uni- 
lateral ‘‘hypoplastic” or “atrophic” kidney represents 
several different and distinct pathologic entities. In 
some cases, there is no doubt that the lesion is con- 
genital, while in others it is the result of acquired 
conditions, or a combination of both. One of the 
most common acquired conditions is infection 
(“chronic atrophic pyelonephritis”). They felt quite 
sure that in some cases of apparent chronic “‘atrophic” 
pyelonephritis the kidney may have been congenitally 
small to start with, but they know of no way to 
decide this problem accurately. 

Among other acquired conditions which predis- 
pose to “atrophy” may be mentioned obstruction 
(with or without infection), complete or partial 
vascular occlusion, infarcts, stone (with or without 
infection), and so forth. Primary vascular disease 
such as benign and malignant nephrosclerosis and 
glomerulonephritis may be the underlying cause in 
some cases, but this usually is a bilateral lesion. 
Their study indicated that it is impractical and al- 
most impossible to attempt to distinguish these con- 
ditions—clinically, pathologically, or urographically 
—with any degree of accuracy. 

Although the unilateral hypoplastic or “atrophic” 
kidney is of importance in hypertension, as near as 
the authors could ascertain, the incidence of hyper- 
tension and the results of nephrectomy are approx- 
imately the same in every artificial group they have 
been able to create clinically, pyelographically, or 
pathologically. For this reason it would seem that 
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it might be more sensible to forego any attempts at 
classification and, instead, employ some common 
“blanket”? term such as “atrophic kidney” or “‘renal 
atrophy” to describe the unilateral small kidney, the 
cause of which is not apparent. 


Aluminum Gels with Constant Phosphorus Intake 
for the Control of Renal Phosphatic Calculi. 
Victor F. MArRSHALI. and JAmes L. GREEN. J. 
Urol., Balt., 1952, 67: 611. 

The authors studied 37 selected patients for an 
average period of 49 months for a clinical evaluation 
of the aluminum gel dietary regimen recommended 
by Shorr for the prevention of renal phosphatic 
calculi. Comparison of the clinical courses of these 
patients before institution of the regimen with their 
courses during the prophylactic program showed 
that the aluminum gel dietary therapy drastically 
reduced stone formation. Five patients provided in- 
dividual control studies by voluntarily discontinu- 
ing therapy, and in 3 of these patients the calculi 
promptly recurred. 

The aluminum gels administered for prophylaxis 
were amphojel (aluminum hydroxide gel) in doses of 
40 c.c., or basaljel (basic aluminum carbonate gel) 
in doses of 30 c.c. after meals and at bedtime. Quan- 
titative analyses of the 24 hour urinary output of 
phosphorus, calcium, and creatinine were made. 
The prescribed diet supplied approximately 1,300 
mgm. of phosphorus, 700 mgm. of calcium, and a 
fluid intake of about 3,000 c.c. per day, and anti- 
microbial drugs and urologic measures were em- 
ployed as indicated. Incidentally, this regime was 
found efficacious in preventing phosphatic in- 
crustations on catheters, drains, ulcers, and tumors 
exposed to infected urine. 

Prolonged use of the gel dietary therapy did not 
produce recognizable pathologic lesions. Addition 
of flavoring aided the monotonous blandness of the 
gel. Some patients preferred amphojel in tablet 
form. Because of the tendency toward constipation, 
an adequate fluid intake, occasional cathartics, and 
the daily use of laxative fruits and vegetables were 
employed, as well as a gel preparation containing 
magnesium trisilicate. Analysis of the 24-hour urine 
output for inorganic phosphorus is the only reliable 
method by which to demonstrate that the program 
is actually being followed, known or unknown to the 
patient. The authors aimed to keep the 24-hour 
urinary output of phosphorus below 300 mgm. 

The prophylactic program has 4 advantages: 

1. Impaired renal function and the presence of in- 
fection do not hamper its effectiveness, and uremia 
with retention of phosphate may be favorably in- 
fluenced. 

2. The urine may remain alkaline and infected 
with urea-splitting organisms and yet the decrease 
in phosphate will check the formation of stone. 

3. The regimen does not produce undesirable 
chemical changes in the urine such as are seen when 
the commonly used acidification measures cause an 
increase in the calcium output. 
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4. Even for the debilitated patient the gel dietary 
regimen is appropriate since it minimizes strain on 
the weakened kidneys and relieves them of the neces- 
sity to excrete phosphate. The authors strongly em- 
phasize that in their cases, only phosphatic calculi 
were considered and that dissolution of calculi was 
not the objective. Davw RosEnBLoom, M.D. 


The Role of Protective Urinary Colloids in the Pre- 
vention of Renal Lithiasis. Artuur J. Butt. J. 
Urol., Balt., 1952, 67: 450. 

Urinary calculi may be defined as concretions 
formed by urinary crystalloids bound together and 
incorporated in a colloidal matrix. Most investiga- 
tions regarding stones have been directed toward 
the crystalloid side of the problem. 

Urine is a hypersaturated solution. The abnormal 
solubility of the stone-forming salts depends upon 
the presence of certain colloids which prevent the 
precipitation of salts and other colloids. It would 
seem that colloids are a very important and an 
often neglected factor which may be considered in 
the study of stone formation. These tiny particles 
are highly important in preventing the conglomera- 
tion, agglutination, and precipitation of crystal- 
loids. It is possible that these conditions apply not 
only to urinary calculi but to all types of calculous 
formation. Concentration of urine relatively in- 
creases the proportion of electrolytes and decreases 
the proportion of colloids and thereby increases 
their possibility of precipitating. Thus, with hydra- 
tion as an important influence in stabilizing col- 
loidal solutions, exposure to dry heat is often a de- 
ciding factor as to whether stones will form in per- 
sons who are predisposed to calculous formation. 

The authors studied urine specimens for colloidal 
activity in negro and white subjects without stones. 
The negro had a much higher degree of colloidal 
activity than the white. The only urine specimen 
from a negro that showed zero colloidal activity was 
from an individual who harbored a renal stone. 
Urine specimens from pregnant women possibly 
showed a higher degree of activity than those from 
nonpregnant women. Women in general have a 
higher degree of colloidal activity than men, and 
urine from patients with calculi had far lower col- 
loidal activity than the group without stones. 

Studies were then undertaken to see if the col- 
loidal activity could be increased; for this the sub- 
stance “hyaluronidase” was used. Two-hundredths 
of a milligram of hyaluronidase was injected and the 
colloidal activity of the urine was observed at inter- 
vals of 10 minutes, 30 minutes, 1 hour, 2 hours, 24 
hours, 48 hours, 72, and 96 hours. In 82 per cent 
of the subjects, colloidal activity was significantly 
increased following the administration of hyalur- 
onidase. It was found that the activity began to 
rise in 10 minutes and reached a peak in from 1 to 2 
hours. The activity remained elevated for 24 to 96 
hours. A striking observation was that urine from 
patients who had received hyaluronidase did not 
precipitate as is usually the case. 
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The authors have also observed that urinary col- 
oids are increased in patients with acute and chronic 
inflammatory disease of,the kidney, which may favor 
the renal origin of the urinary colloids. Patients with 
chronic glomerulonephritis and patients who are 
chronic alcoholics rarely develop renal calculi. In 
inflammatory conditions of the kidney, colloids are 
often precipitated in the form of tube casts. 

There are two types of colloids: lyophilic and 
lyophobic. The lyophilic colloids are highly soluble 
and owe their stability primarily to their affinity 
toward the dispersion media. The lyophobic col- 
loids, being poorly soluble, owe their stability 
primarily to the electrical charge of the individual 
dispersed particle. Lyophilic colloids, after being 
precipitated, may be brought back to their original 
state of dispersion without great difficulty. Lyo- 
phobic colloids, however, cannot be brought back 
without drastic chemical and physical means. The 
lyophobic colloids may become deposited on a renal 
papilla or precipitate in the most dependent part of 
a calyx or pelvis and there act as a gluing substance 
which holds the crystalloids together and aids in the 
formation of a urinary calculus. 

The authors believe that a better knowledge of 
colloids may lead to a method of detecting which 
persons have a greater or lesser predisposition to- 
ward the formation of urinary calculi, and that it 
may be possible, when the action of colloids has 
been studied more fully, that we may be able to 
combat the formation of urinary concretions with 
much greater success. Rosert O. BreapLEs, M.D. 


Perinephric Cysts. Artuur I. Spriccs. J. Urol., 
Balt., 1952, 67: 414. 

Encysted collections of serous or urine-like fluid 
surrounding the kidney are discussed under the 
following headings: perinephric extravasation of 
urine, perinephric hematoma, and perinephric cysts 
of doubtful origin. 

Extravasation of urine may occur either beneath 
the fibrous capsule or into the fatty capsule as a 
complication of injuries. An important predisposing 
cause is usually urinary obstruction. A blood clot 
in the pelvis or ureter, or cicatricial stenosis prevents 
the urine secreted by the kidney from descending 
by the natural passages, and the raised urinary pres- 
sure forces the urine through a rent either in the 
substance of the kidney or in the pelvis. The capsule 
may be dissected off the kidney, or the urine may 
escape into the fatty capsule and produce necrosis, 
liquefaction, and subsequent encystment. 

As the result of trauma to the kidney, bleeding 
into the perinephric tissues occurs. Spontaneous 
perinephric bleeding is also a recognized entity. 
Characteristic sudden pain and the appearance of a 
tumor in the flank with evidence of exsanguination 
has been noted in most cases. The cause of this con- 
dition has been much disputed. It is sometimes found 
following massive bleeding from an eroded or rup- 
tured blood vessel; sometimes it is secondary to 
renal congestion. 


Perinephric cysts of doubtful origin may occur as 
hydronephrosis or serous perinephric effusions. In 
the majority of cases of nonurinous perinephric 
cysts, dilatation of the renal pelvis has been found. 
Obstruction of the lymphatics of the kidney may be 
a cause of these perinephric effusions. The author 
cites 1 case illustrating this type of cyst. 

Serous perinephric cysts without hydronephrosis 
have been reported very rarely. The author de- 
scribed in detail a case of congenital heart disease 
with polycythemia and perinephric cysts which 
formed the basis for this review. 

Rosert O. BEADLEs, M.D. 


Ureteric Compression by Traction Diverticulum of 
the Duodenum. A. Witrrip Apams. Brit. J, 
Urol., 1952, 24: 19. 

Organic strictures of the ureter are most often 
located at the upper or lower ends. Those visualized 
in the abdominal and pelvic portions are frequently 
functional. However, true strictures can occur in 
these regions. 

The author reports 2 cases of ureteral stricture 
occurring in the right ureter about 2 inches below 
the ureteropelvic junction and causing a right 
hydronephrosis. In both instances there was a his- 
tory of bilateral renal infection; a left nephrectomy 
had been performed. In each instance the ureteral 
obstruction was associated with a traction di- 
verticulum extending from the junction of the second 
and third parts of the duodenum across and later- 
ally to an apex beyond the right ureter. Apparently, 
chronic perinephritis had involved the duodenum, 
resulting in a fibrous cone which obstructed the 
ureter. In one instance ureterolysis alone was suf- 
ficient to relieve the obstruction. In the other, 
dilatation of a ureteral stricture was also necessary. 
The results have been satisfactory. The author ad- 
vises the use of a graft of mesocolic or omental tissue 
to prevent recurrence of the strangulation. 

Joun T. Grayuack, M.D. 


Section of the Inferior Vena Cava for Retrocaval 
Ureter: A New Method of Treatment. Arrtuur 
J. McG. Caturo. J. Urol., Balt., 1952, 67: 464. 


Postcaval ureter is a defect in the development of 
the vascular system, generally agreed to be a per- 
sistence of the right posterior cardinal vein. The 
retrocaval position of a ureter does not necessarily 
result in ureteral obstruction and hydronephrosis. 
When obstruction is present it may be the result of 
vascular compression of the ureter, ptosis of the kid- 
ney, ureteral stricture, or an impacted calculus. 

In cases of right-sided hydronephrosis of obscure 
etiology, a diagnosis of postcaval ureter should be 
considered. This can be established by determining 
the course of the ureter roentgenographically. Once 
the diagnosis is established, the choice lies between 
nephrectomy and operative correction. If the latter 
is decided upon, one may attack either the ureter or 
the vein. If there is an intrinsic ureteral stricture, It 
must be corrected. If, however, the obstruction is 
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due primarily to a vascular compression of the ureter, 
the author suggests the possibility of dividing the 
vein to relieve the obstruction. He points out that in 
these cases the infrarenal vena cava may be bilateral 
or that there may be two cavae on the right. This 
lessens the dangers of caval ligation although it has 
been shown that even in situations in which the vena 
cava is normal, ligation below the inferior renal veins 
can be performed with impunity. It is suggested that 
reanastomosis of the divided vena cava might be de- 
sirable. The author concluded, from a review of the 
literature, that operations on the ureter in these 
cases were often unsatisfactory. Anastomosis of the 
divided renal pelvis seemed to give better results 
than direct anastomosis of the divided ureter. 

A case of retrocaval ureter treated by ligation of 
the inferior vena cava is reported. The engorgement 
of the veins of the legs subsided by the third postop- 
erative day. On the eighteenth postoperative day a 
thrombosis of the right long saphenous vein and 
severe edema of the thigh were noted; however, this 
gradually subsided, and 6 months after operation the 
patient was symptom-free. Excretory urograms 
showed a marked improvement in the right hydro- 
nephrosis. Joun T. Graywack, M.D. 


BLADDER, URETHRA, AND PENIS 


The Arterial Supply of the Male Urinary Bladder. 
James L. Brattuwalte. Brit. J. Urol., 1952, 24: 
64. 

It is the intent of the author to present a more 
thorough understanding of the source and distribu- 
tion of the arteries supplying the bladder. The 
anterior division of the internal iliac artery divides 
into three parietal and four visceral branches. All 
seven branches may reputedly supply the bladder, 
but the only constant sources are (1) the superior 
vesical, (2) the vesiculodeferential, and (3) the in- 
ferior vesical arteries. 

The author’s study is based on the examination 
of 27 male adult and infant pelves. Since each side 
was studied, 70 specimens are represented. The 
specimens were injected with India ink, and in the 
case of the infant specimens, injection was through 
the thoracic aorta. The pelvis was then dissected 
to display the branches of the internal iliac vessels 
on both sides. The sources of the vesical vessels 
were found to be similar in both infant and adult 
pelves. As arterial patterns are formed in intrau- 
terine life, and do not change thereafter, this was 
to be expected. 

Superior vesical artery. In the fetus, the continua- 
tion of the internal iliac artery (the umbilical ar- 
tery) is a large trunk which ascends to the umbilicus, 
from whence it runs in the umbilical cord to the 
placenta. At birth the umbilical vessels become 
obliterated and now constitute the lateral umbilical 
ligaments. The pelvic parts, from which the superi- 
or vesical arteries arise, remain patent. The num- 
ber of these vessels varies from one to four. Ter- 
titorially, they are the most important and supply 
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the greater part of the anterior and posterior aspects 
of the bladder. They supply the potentially dis- 
tensible part of the viscus and anastomose fre- 
quently with each other and also with the vesiculo- 
deferential and inferior vesical arteries. The origin 
is constant, always from the umbilical continuation 
of the internal iliac artery. 

Vesiculodeferential artery. This vessel arose from 
the umbilical continuation in about 95 per cent of 
specimens. In other cases, it arose from the in- 
ternal iliac artery proximal to the origin of the um- 
bilical artery. It supplies an area on the posterior 
aspect of the bladder, varying from a third to a 
half, and including the trigone. Fairly large ar- 
teries are given off to the vas deferens and seminal 
vesicle, and a small branch to the terminal ureter. 

Inferior vesical artery. This vessel arose singly 
in all specimens and was of variable origin. This 
explains why writers describe the vesical branches 
as arising from the inferior gluteal, internal puden- 
dal, and obturator arteries. They are, in fact, re- 
ferring to the variable origin of the inferior vesical 
artery. Running forward in the lateral true liga- 
ments of the bladder, these vessels furnish a con- 
stant supply to the inferolateral parts of the an- 
terior surface of the bladder. 

Of practical importance are anastomoses between 
branches of the superior vesical and deep epigastric 
arteries. Following bilateral ligature of the internal 
iliac arteries—a procedure adopted by some sur- 
geons in extensive pelvic operations—they afford 
one of the potential sites in which a collateral cir- 
culation can be established. 

ALLAN K. Swersiz, M.D. 


Discussion on the Treatment of Carcinoma of the 
Bladder. E. W. Ricnes, ArtHuR JAacoss, D. M. 
WALLACE, R. J. WALTON, and Others. Proc. R. Soc. 
M., Lond., 1952, 45: 191. 

This symposium on bladder tumors is from the 
Royal Society of Medicine, and was held at a joint 
meeting of the section on surgery and the section on 
urology. Several individuals summarized their ex- 
periences and current views, and many aspects of 
vesical neoplasms were discussed. 

There was complete agreement that adequate 
therapy was extremely difficult except for tumors of 
low grade malignancy before they had extended 
through the entire thickness of the bladder wall. 
Consequently, a plea was made for earlier diagnosis. 

Conventional forms of therapy were considered, 
both singly and in various combinations, and there 
was some speculation regarding the possible future 
role of radioactive isotopes in the management of 
bladder cancer. Opinions differed regarding the 
merits of radical surgical procedures. Radon seemed 
to be preferred to radium. External radiation served 
its purpose best when high voltage machines were 
employed. A method was presented for irradiation 
by means of activated tantalum wire needles which 
could be placed with considerable latitude and 
could be removed easily. 
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Each of the chief discussants offered a series of 
cases to illustrate cardinal points in his preferred 
program. These further emphasized the dismal fact 
that advanced cases are incurable by any method, 
and also demonstrated the additional fact that more 
favorable tumors can be handled successfully by a 
variety of therapeutic measures. 

Ormonp S. Cup, M.D. 


Tumor of the Male Urethra. ‘‘Myoblastoma’”’ of 
the Perineal Portion of the Urethra. GuNNAR 
TuHorsrup. Acta chir. scand., 1952, 103: 61. 


The author reports a case of myoblastoma of the 
perineal urethra in an 11-year-old boy. The pre- 
senting symptoms were those of urinary frequency, 
dysuria, and an abdominal tumor. On physical 
examination, a distended bladder was evident and 
a urethral obstruction was present. A preliminary 
cystotomy was done, and 1 week later the tumor 
area was resected with the urethra through a peri- 
neal incision. The tumor was 2 cm. in length and 
I cm. in width, and was encapsulated. Recovery 
was uneventful. Microscopically, the tumor was a 
“benign myoblastoma.” 

In reviewing the literature, the author stresses 
the fact that both the site and type of the tumor are 
rare. Puhl has reported 1 case of myosarcoma of the 
perineal urethra in an 8-week-old boy. Thorsrud 
emphasizes the prognosis of a shortened urethra, 
and of the development of functional disorders in 
the future. NatHaN RosEnBioom, M.D. 


GENITAL ORGANS 


Urethral Rupture at the Apex of the Prostate. 
Joun K. Ormonp and P. W. Fatrey. J. Am. M. 
Ass., 1952, 149: 15. 

Partial or complete division of the unprotected 
membranous urethra may complicate any fracture 
of the pelvis. Early recognition is of paramount 
importance if adequate therapy is to be instituted 
at the most opportune time. 

Displacement of the prostate on rectal palpation, 
inability to insert a catheter, a cystourethrogram, 
or both of the latter should demonstrate all such 
injuries regardless of their severity. 

Although perineal repair of the urethra is ideal 
treatment in some cases, many patients with badly 
comminuted pelves cannot be placed in the neces- 
sary exaggerated lithotomy position. 

Drainage of the urinary extravasation is of vital 
importance, but it is also imperative to re-establish 
the continuity of the urethra if serious strictures are 
to be avoided. Mere insertion of a catheter in the 
urethra is not sufficient prophylaxis. 

The authors have found that traction on the 
bladder with a Foley catheter or a Pilcher bag will 
approximate the ends of the severed urethra and 
thereby avoid troublesome fibrosis. The catheter or 
bag is removed after 10 days and sounds are passed 
at regular intervals for a few weeks as a further 
safeguard. 


INTERNATIONAL ABSTRACTS OF SURGERY 


Three cases are cited to illustrate the efficacy of 
this method. All of the patients had good results, 
Three comparable cases are summarized to show the 
evils of delayed or inadequate treatment. 

Ormonp S. Cutp, M.D. 


Carcinoma of the Prostate, with Particular Refer- 
ence to Hormonal Treatment. Srymour F. 


WitHELM. Med. Clin. N. America, 1952, 36: 689. 


This is a comprehensive review of the subject of 
carcinoma of the prostate gland and it includes the 
pertinent literature on many phases of this condi- 
tion even though it was written with emphasis on 
endocrine therapy. 

After citing statistics on the frequency of the 
disease, discussing the pathologic patterns of such 
lesions, and considering available diagnostic meth- 
ods, the author traces the evolution of hormonal 
treatment and points out the fact that it alone holds 
promise for most of the patients after their prostatic 
cancer has been recognized. Some consideration is 
given to the controversial issue of castration versus 
estrogens and reference is made to the more recent 
experimental work with bilateral adrenalectomy. 

The majority of the patients treated by hormonal 
methods had improvement in their condition but 
in many there was soon a relapse. Estrogens were 
employed in cases without metastases, and orchi- 
ectomy was reserved for individuals who did not 
respond or had later recrudescence. Advanced car- 
cinoma with metastases was treated by orchiectomy 
combined with estrogens. 

Diethylstilbestrol was the estrogen of choice and 
was administered in doses of 5 mgm. twice daily. 
As soon as a favorable response was noted the dos- 
age was reduced to 1 mgm. daily. 

It was pointed out, however, that the only cures 
have followed radical prostatectomy. Since this is 
applicable only to a small fraction of patients with 
carcinoma, further emphasis is given to the im- 
portance of early diagnosis by periodic rectal ex- 
aminations. Ormonp S. Cutp, M.D. 


MISCELLANEOUS 


Biochemical Changes After Ureterocolic Anasto- 
mosis. A. W. Witxrinson. Brit. J. Urol., 1952, 
24: 46. 

It has been evident for some time that following 
bilateral ureterosigmoidostomy, certain patients die 
of an obscure biochemical disturbance. A charac- 
teristic case is that of a 68-year-old male who under- 
went cystectomy and bilateral transplantation of 
the ureters into the the colon for a papillary car- 
cinoma of the bladder. He made a satisfactory re- 
covery and was discharged, fairly continent, in 17 
days. Eight days later he was readmitted in coma, 
having in the interim become progressively drowsy 
and manifesting signs of potassium deficiency. 
Chemical analysis of the blood showed an acidosis 
with raised chloride and sodium values, and low 
bicarbonate and potassium readings. The biochem- 
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ical disturbance was severe and irreversible, and 
despite supportive measures, the patient died. 

Many similar cases have been reported. Diefen- 
bach, in 1950, observed a case in which this condi- 
tion occurred 16 months after bilateral transplant. 
This case showed electrocardiographic tracings char- 
acteristic of potassium deficiency, a serum potassium 
concentration of 8.2 mgm. per cent, chloride of 580 
mgm. per cent, and a CO, combining power of 48 
volumes per cent. The patient responded to a rapid 
injection of 1,500 c.c. of Darrow’s solution. In a 
case reported by Foster in 1950, the CO, combining 
power was 14 volumes per cent, the serum potassium 
was 9.5 mgm. per cent, plasma chloride, 725 mgm. 
per cent, and there were electrocardiographic 
changes. A complete recovery was made following 
infusions with sodium lactate arid bicarbonate, glu- 
cose, rectal washouts and, later, potassium chloride 
(3 gr. daily) orally. Flocks, in 1949, found mild to 
moderate acidosis in over 60 per cent of patients 
after bilateral sigmoid transplant of the ureters. 
Ferris and Odel, in 1950, reported that 80 per cent 
of 141 patients developed an acidosis with high 
serum chloride and low bicarbonate. 

In previous explanations (by various authors) of 
the development of acidosis, a great deal of em- 
phasis has been placed on high serum chlorides, 
suggesting, first, that there is reabsorption by the 
colonic mucosa of chloride excreted in the urine, or, 
secondly, that distal tubular function is impaired 
either by hydronephrosis and back pressure, or by 
pyelonephritis due to ascending infection. A hy- 
pothesis is presented on the basis that the primary 
fault may be an excessive loss of bicarbonate and 
potassium from the intestine. All patients in whom 


this condition develops are continent and the urine 
is collected in the lower colon for a variable period. 
In incontinent patients, and in patients on continu- 
ous rectal drainage, this state of acidosis does not 
develop. Unilateral nephrostomy relieves the dis- 
turbance. Accumulation of contents is a stimula- 
tion to secretion, and it is reasonable to assume 
that there is an increased production and loss of 
lower intestinal secretions, which are alkaline, and 
therefore a tendency to acidosis. With the intesti- 
nal secretion, potassium also is lost. The daily turn- 
over of water and electrolyte is increased. Dehy- 
dration will itself result in compensatory mobiliza- 
tion of intracellular water with consequent excretion 
of potassium in the urine. With severe dehydration, 
sodium is retained by the kidney. Disturbances of 
chloride or bicarbonate are usually associated with 
disturbances of sodium or potassium. 

In 6 patients who had been subjected to bilateral 
transplants, chemical analyses were made of their 
blood at varying intervals after operation. The 
findings, generally, showed raised plasma chloride 
concentrations and also low potassium and bicarbo- 
nate levels. The author believes that these devia- 
tions constitute evidence in favor of his theory. 

Treatment consists in the administration of ad- 
ditional quantities of potassium and bicarbonate. 
Maintenance of normal plasma concentrations of 
these ions should be followed by reduction of the 
sodium and chloride concentrations. Accordingly, 
30 gr. each of sodium bicarbonate and potassium 
citrate three times a day were prescribed for each 
patient for short periods of 1 week in every 4 weeks, 
which led to marked improvement in all cases. 

ALLAN K. SwersieE, M.D. 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Streptomycin in Bone and Joint Tuberculosis. 
Davin M. BoswortH and Howarp A. WRIGHT. 
J. Bone Surg., 1952, 34-A: 255. 


The general use of streptomycin on all services at 
Sea View Hospital began about February, 1947. 
The number of deaths accruing from the bed capa- 
city on all services was as follows: from 1941 to 
August 1, 1946, there were 3,845 deaths, an average 
of 682.8 per year. Then, with the advent of strepto- 
mycin, for the years August, 1946 through 1950, 
the number of deaths was reduced to 2,116, an aver- 
age of 470.2 per year. The reduction in deaths on 
all services following the use of streptomycin was 
31.2 per cent. Since the percentage of deaths is 
figured on all patients, whether treated with strepto- 
mycin or not, the apparent reduction is even more 
significant. Thus, since the advent of streptomycin, 
there has been a 65.3 per cent drop in mortality of 
patients on all services. The following problems 
are considered: 

1. Will the use of streptomycin check or heal 
closed lesions? The authors concluded that despite 
the use of streptomycin, most patients with closed 
lesions whose findings are consistent with a diag- 
nosis of tuberculosis eventually come to stabilizing 
operations or other surgery, if followed long enough, 
either because of activity of the disease or because 
of bone or joint destruction already present. 

2. Should abscesses be incised under streptomycin 
control and closed, or left open? In all of these 
patients whose incisions are left open, the speed of 
closure is unpredictable. The appearance of the 
wound has much less influence on the prognosis 
than does the general appearance or cachexia of the 
patient. In 9 patients with incisions of abscesses 
left open, all incisions healed and have remained 
healed following surgery and continued use of strep- 
tomycin. The longest period for healing achieved 
with surgery was 112 days. Streptomycin given 
during that period amounted to 112 gm. and was 
continued thereafter for varying periods. Even 
though an abscess in a lesion of the spine is drained 
or incised and closed, progression of the destructive 
process, the angulation, and the disability still de- 
mand surgical fixation. 

3. Where sinuses are present, what permanency 
of closure results from the use of streptomycin and 
surgery? Of the 096 patients (previously reported) 
who had a proved tuberculous bone or joint lesion 
with sinus formation, 86 were followed, and 9 of 
these patients either have a sinus or have had a re- 
curring sinus from time to time; this represents a 
failure rate of 10.5 per cent. The average follow-up 
period on these patients has been 3% years. After 
this period of time, only 4 patients are living who 


have had continuous drainage of their sinuses or 
reopening of the sinuses from their original osseous 
source. For purposes of follow-up, therefore, a re- 
covery rate of 83.7 per cent has been provided for 
these extremely involved and difficult cases by the 
use of streptomycin combined with proper surgery, 

4. Does prolonged streptomycin give disastrous 
results, with complications directly due to strepto- 
mycin or to the development of resistance in the 
organisms? Absolute or essentially complete deaf. 
ness has occurred in 3 children and 2 adults (5.8%). 
In one child who had tuberculous involvement of 
the spine from the second cervical throughout the 
thoracic and lumbar regions to the sacrum, surgical 
fixation of the whole area was satisfactorily done in 
stages. Fusion became solid without pseudarthrosis, 
with complete clinical recovery. The child is in 
excellent condition. After receiving 485 gm. of 
streptomycin (within 970 days) deafness was noted, 
and streptomycin was stopped. In the second child, 
with a tuberculous knee, an arthrodesis was done, 
and at 242 gm. of streptomycin (within 484 days) 
deafness developed. Streptomycin was stopped. 


The third child was admitted with an active pul- 
monary lesion, a positive sputum, and a lesion of 
the spine. Arthrodesis of the thoracic area was 
satisfactorily accomplished and under continued 
streptomycin therapy the chest cleared. At 274 
gm. (within 548 days) deafness was found; strepto- 
mycin was stopped. The spine has shown no col- 


lapse; fusion is present; her chest condition has 
completely resolved; her sputum is negative; and 
her general condition is excellent. Two of these 3 
children would probably have died, according to 
old statistics, except for the use of streptomycin. 
Deafness can be well accepted in exchange for a 
living, healthy child. 

Two adults became deaf. One had multiple os- 
seous and joint lesions with marked cachexia and 
multiple draining sinuses from several lesions; he 
became deaf on 365 gm. (365 days). The second 
adult has a spine lesion which has not been arthro- 
desed because of her previous good general condition 
and severe renal complications. She became deaf at 
200 grams of streptomycin; treatment so far has been 
carried on to 255 gm. Her condition has improved 
so that she appears normal. Spinal fusion can now 
be done. 

The occurrence of deafness seems to be rather 
sudden. A complaint of ringing in the ears is gen- 
erally present for a variable period before it occurs, 
and then one day, on examination of the patient, he 
is found unable to hear and for the first time defi- 
ciency is recorded. When deafness of any extent 
occurs, it seems to be permanent. When deafness 
is incomplete, improvement may take place in cases 
in which the patient’s condition and the tuberculous 
lesion permit discontinuance of the drug. 
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Abscess formation at the site of injection was seen 
only once in a total of 23,000 injections given to 
86 patients. 

The authors emphasize that one should not have 
the feeling of defeat, which was formerly had, even 
when a patient is admitted with multiple osseous 
lesions, positive pulmonary lesions, damaged kid- 
neys, and in a cachectic state. The streptomycin 
does much more than delay development of the 
tubercle bacillus. It has a direct action on the 
metabolism of the patient and withholds secondary 
invaders both within and without the blood stream. 

C. FrepD GOERINGER, M.D. 


Streptomycin in the Treatment of Bone and Joint 
Tuberculosis. R. I. Harris, H. S. CouLrHarp, 
and F. P. Dewar. J. Bone Surg., 1951, 34-A: 279. 


Late in 1947, the Tuberculosis Study Section of 
the National Institute of Health initiated a series of 
centrally co-ordinated investigations, in which a 
number of physicians at various medical centers par- 
ticipated, to evaluate the effect of streptomycin in 
the treatment of tuberculosis. 

Between April, 1948 and April, 1950 a total of 108 
patients came under this study. Ninety patients 
with skeletal tuberculosis, 40 of whom were treated 
without streptomycin and 50 of whom were given at 
least one course of streptomycin in a daily intramus- 
cular dose of 20 mgm. per kilogram of body weight 
for gt days, were observed for a 15 months’ period. 
Because of the decline in the prevalence of bone and 
joint tuberculosis in the continental United States, 
fewer cases than were anticipated have been avail- 
able for study from the four participating clinical 
centers in the United States proper, and more than 
one-half of the cases in the study are from Alaska. 
Eighty-seven per cent of the patients evaluated were 
less than 20 years of age when admitted to the study. 
The primary focus was the spine in 50 per cent and 
the hip in 24 per cent; in the remaining 26 per cent it 
was distributed among a number of other locations. 

On the basis of x-ray evidence alone, the condition 
of the control and streptomycin groups was essen- 
tially the same; more than four-fifths of the patients 
in each group showed improvement roentgenographi- 
cally at the end of 15 months. 

On the basis of the patient’s condition, as judged 
by x-ray and clinical data combined, there was a 
definite superiority among the streptomycin-treated 
patients. At 15 months only 72 per cent of the con- 
trol group evidenced improvement, whereas im- 
provement was noted in 79 per cent of the strepto- 
mycin-treated group as early as 3 months and in 89 
per cent of this group at 15 months. 

The action of streptomycin appears to produce a 
generalized effect upon the well-being of the patient 
with skeletal tuberculosis, and upon the secondary 
manifestations of the tuberculous process as illus- 
trated by cessation of sinus drainage, reduction in 
the sedimentation rate, return toward a normal 
hemoglobin level, and greater improvement in func- 
tional ability. C. Frep GOERINGER, M.D. 
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Evaluation of Streptomycin Therapy in a Con- 
trolled Series of 90 Cases of Skeletal Tubercu- 
losis. A Public Health Service Co-operative 
Investigation. J. Bone Surg., 1952, 34-A: 288. 


The authors attempted to assess the results of 
streptomycin therapy in a group of 118 cases of bone 
and joint tuberculosis in patients treated in 1947, 
1948, 1949, and 1950 at the Toronto Hospital for 
Tuberculosis, Weston, Ontario. 

The best results were obtained when streptomycin 
treatment was associated with excision of a tubercu- 
lous focus. In some instances pyogenic infection had 
previously been present and controlled by the use of 
suitable antibacterial agents. Among 35 patients op- 
erated upon through a tuberculous field, primary 
healing was obtained in 32 and delayed healing in 3. 
There were no complete failures. 

When persistent tuberculous sinuses from bone 
were treated by streptomycin, but not by excision, 
the results were nearly as good, but were slower in 
appearing. Of 14 uncontaminated sinuses, only 6 
closed permanently during treatment, but 5 more 
closed after one recurrence, with or without more 
streptomycin; 2 closed after excision and 1 closed 
spontaneously 10 months after termination of strep- 
tomycin therapy. 

In the treatment of nondischarging bone lesions, 
the results attributable to streptomycin in 34 cases 
appeared to be good in 20 cases (59%) and disap- 
pointing in 14 cases (41%), when judged by clinical 
and roentgenographic findings. 

When bone and joint lesions were complicated by 
miliary tuberculosis of the lungs (5 cases), treatment 
was modified by increasing the course of strepto- 
mycin to 180 gm. spread over a period of 6 months or 
more, as well as by the use of intrathecal injections. 
The results were excellent, as the pulmonary lesions 
completely disappeared and it was possible ultimate- 
ly to bone-graft two lesions of the spine. 

When tuberculosis of bone was complicated by 
meningitis, the results were temporarily encouraging 
but ultimately poor. Only 1 among 5 patients has 
survived, but he has lived 2% years since the onset of 
miliary tuberculosis and meningitis. 

There is no doubt that the use of streptomycin and 
para-aminosalicylic acid has reduced the morbidity 
and increased the prospects of successful treatment 
in the field of bone and joint tuberculosis. It is of 
the greatest value in promoting primary healing of a 
closed wound after excision of a tuberculous sinus 
and its focus of origin. 

Since the adoption, in 1950, of para-aminosalicylic 
acid treatment concurrent with streptomycin, re- 
sistance to streptomycin has not developed in any 
patient if the dose of para-aminosalicylic acid was 
10 gm. daily. C. Frep GOERINGER, M.D. 


Radiohumeral Synovitis. Moore Moore, Jr. Arch. 
Surg., 1952, 64: 501. 
Radiohumeral synovitis is commonly referred to 


as “tennis elbow” and, in the majority of cases, is 
described as an epicondylitis, an incomplete tearing 
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of the fibers of origin of the forearm extensors, or a 
bursitis. The treatment usually recommended con- 
sisted of manipulation, local injection of procaine, 
splints, plaster immobilization, and physical therapy. 
Occasionally, a fringe of the synovial membrane 
lying interposed between the radial head in the 
capitellum is pinched, particularly when the fore- 
arm is kept in supination and extension. Forceful 
supination by the brachioradialis muscle in resisted 
motion causes an even greater amount of pinching 
of the protruding synovial membrane. This causes 
thickening of the pinched synovial membrane, due 
to hyperemia and edema; thus a vicious cycle is 
established. 

The author operated upon 10 patients having 
identical gross and microscopic findings. The opera- 
tion consisted of removal of the thickened and torn 
synovial membrane. There were no recurrences and 
no complications. Immediate active motion was 
started. 

In the discussion of this paper (presented at the 
annual session of the American Medical Association 
in June, 1951), Mitton C. Cosry, Washington, 
D.C., stated that several known factors are respon- 
sible for the entity of tennis elbow. He referred 
also to a true bursitis of the radiohumeral joint, 
and to the presence of adhesions. He concluded by 
stating that not all cases of tennis elbow are caused 
by pinching of the synovial membrane. WALTER 
P. Brount, Milwaukee, mentioned the fact that 
only in cases in which there is a localized point of 
tenderness directly over the radiohumeral joint 
should operation be attempted. 

GeorcE I. Reiss, M.D. 


Madelung’s Deformity, Its Etiology and Patho- 
genesis. BERNHARD Paus. Acta orthop. scand., 
IQ5I, 21: 249. 

Thirty cases of Madelung’s deformity occurred in 
6 generations of one family. The deformity ap- 
peared only when it was also present in one of the 
parents. The cause of the deformity seems to be a 
dominant, autosomal hereditary factor. 

Usually a preponderance of females is found 
among the deformed persons, but in this family the 
deformity was found in 21 males and g females. 

The pathogenesis is apparently a reduction of 
growth in the entire distal epiphysial disc of the 
radius, but especially in its volar-ulnar part. The 
cause is not a premature fusion of this part, as the 
deformity is clearly seen even when the entire disc 
is open. 

The deformity is usually said to appear at, or 
immediately before, the age of puberty. In the 
author’s cases, however, the process started much 
earlier. 

The roentgenograms cannot reveal whether too 
early fusion of the epiphysial disc has occurred. 
Usually the distal disc of the radius fuses between 
the ages of 18 and 22. The proximal row of the carpal 
bones forms an angle with the semilunar bone at 
the apex. Doubt has been expressed whether the 


angular formation is primary or secondary to the 
changes in the radius. 

Interesting serial roentgenograms of 4 patients 
are shown to elucidate the author’s findings in this 
clinical series. The pedigree of the affected family 
mentioned is outlined. C. Frep GoERINGER, M.D, 


Stenosing Tenovaginitis at the Wrist and Fingers, 
Paut W. Lapipus and RICHARD FENTON. Arch, 
Surg., 1951, 64: 475. 

The authors report on a series of 369 patients with 
involvement of 423 tendon sheaths. A total of 354 
operations were performed. The most frequent sites 
of the tenovaginitis were (1) the flexor digitorum 
longus at the level of the metacarpal heads, (2) the 
flexor pollicis longus at the level of the metacarpal 
neck, and (3) the abductor longus and extensor 
brevis pollicis at the level of the styloid process, 
At these levels the tendons entered a narrow tunnel, 
The continuous back and forth movement of the 
tendons, particularly in manual workers, caused 
inflammatory changes with subsequent scar forma- 
tion and further narrowing of the sheath. An hour- 
glass constriction may form over the sheath and 
over the tendons. Granulations and serous eftusion 
may be present. 

Seventy-five per cent of all patients were females. 
The largest single group were housewives. Poor re- 
sults were obtained in those cases in which the ten- 
don sheath was resutured due to keloid formation or 
contractures from scar formation. The author uses 
a transverse incision at the level of the styloid 
process and an “L” shaped incision over the palmar 
crease at the level of the metacarpal heads. The 
operation is performed under local anesthesia. The 
action of the tendon is observed while the operation 
is being performed. Georce I. Retss, M.D. 


Dupuytren’s Contracture. Raprorp C. Tanzer. N. 
England J. M., 1952, 246: 807. 

The author discusses spontaneous contracture of 
the palmar fascia (commonly known as Dupuytren’s 
contracture), and presents a detailed report of the 
anatomy of the palmar fascia, and of the pathology, 
etiology, diagnosis, and treatment of the condition. 
Details of the operative technique are discussed. 

Dupuytren’s contracture is a hereditary disease 
which affects males predominantly, and occurs in 1 
to 2 per cent of the population. The etiology of the 
condition is obscure. It is related to a similar affec- 
tion of the plantar fascia and to Peyronie’s disease of 
the penis. It is frequently associated with epilepsy, 
the association being unexplained. 

Diagnosis of the disease is not difficult. Nonsur- 
gical treatment is of little value, and subcutane- 
ous fasciotomy is the treatment of choice. Careful 
and complete resection of the aponeurosis is re- 
quired for permanent cure. 

The author presents a modification of the tech- 
nique in which a compression suture is used as an aid 
to healing, and as a means of prevention of hemato- 
mas and collections beneath the skin. This is es- 
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sentially a mattress suture of silk brought through 
the metacarpal spaces and tied over a button, the 
dressing being placed beneath the button. In this 
way constant pressure is exerted on the skin flaps. 
Twelve patients have been treated, 6 of these by the 
modified method; in 5 of the latter, healing occurred 
without any hematoma or bogginess of the wound. 
The author believes that with the use of this method, 
better healing and quicker restoration of function is 
obtained. Donatp C. Geist, M.D. 


Congenital Kyphoscoliotic Tibia. Cart E. BapGLey, 
SYLVESTER J. O’ConNor, and Donatp F. KupNER. 
J. Bone Surg., 1952, 34-A: 349. 


The term “kyphoscoliosis” is derived from ‘‘ky- 
phos,” a deformity in the anteroposterior direction, 
and “scoliosis,’’ a lateral deviation. Congenital lesions 
of the tibia may present anterior bowing, posterior 
bowing, medial or lateral bowing, a combination of 
each, some with cystic areas (prepseudarthrotic), and 
some with bony hiatus (pseudarthrotic). Associated 
deformities commonly occur, such as hypoplasia with 
absence of a ray of the hand or foot, a segment of 
long bone, or a whole hand or foot. Syndactylism, 
hyperplastic overgrowth of a segment, Café au lait 
markings, foot deformity, and dimpling of the skin 
at the apex of the curved tibia are seen. There is 
a condensation of bone at the concave side which 
is embryonic in type and obliterates the marrow 
cavity with trabeculae passing in radial pattern 
rather than along the axial line of the bone. 

The authors consider this congenital anomaly the 
result of an aberration of the mesenchyme before the 
formation of nerves and vessels, which, when acted 
upon by the muscles attached to the bone, bends in 
accordance with the applied stresses. Epiphysial 
bone growth is normal. 

The recommended treatment is bracing to pre- 
vent fracture, and delay of operative treatment until 
it is clear that the deformity wiil not correct itself. 
At that time osteotomy in normal bone formed 
from the epiphyses is feasible. It is emphasized 
that correction of a posterior kyphoscoliotic tibia 
generally occurs spontaneously with growth. 

Danie H. LEvintTHAL, M.D. 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Resection of the Diaphysis of Long Tubular Bones 
in Hematogenous Acute Suppurative Osteomy- 
elitis (Zur Diaphysenresektion der langen Roehren- 
knochen bei der haematogenen akuten eitrigen 
Osteomyelitis). Utricnw Ritter. Langenbecks Arch. 
u. Deut. Zschr. Chir., 1951, 269: 365. 


Antibiotics and chemotherapeutic agents support 
but do not replace operative measures in the treat- 
ment of acute hematogenous suppurative osteo- 
myelitis. 

The majority of surgeons are opposed to subperi- 
osteal resection of the tubular bones exposed to 
pressure or traction, because regeneration cannot be 
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depended upon. The author shares this opinion but 
advocates early resection of the suppurating por- 
tions of the pelvis, sternum, the clavicles, scapula, or 
the ribs. 

Of 2 patients who had undergone 3 subperiosteal 
resections of the tibia, only 1 retained a weight-bear- 
ing bone. 

Unsatisfactory results of other procedures induced 
Clairmont to recommend resection of the diaphysis. 
This may be a primary operation performed during 
the acute stage, or a secondary procedure, preceded 
by a simple incision and done from 2 to 3 weeks later. 

The author employed this method twice on the 
tibia and once on the radius with very unsatisfactory 
results. Suppuration did not reappear but a spon- 
taneous fracture of the tibia followed the operation 
in 1 patient, while another patient developed pseud- 
arthrosis of the radius with partial dislocation of the 
wrist and a grave deformity of the forearm. The 
last-mentioned observation showed that the intact 
ulna was not able to prevent the deformity. 

The author concludes that the method of choice is 
a combination of the use of antibiotics with early ex- 
posure of the bone marrow. 

Josep K. Narat, M.D. 


Chemotherapy and Surgical Treatment in Bone 
and Joint Tuberculosis. SvaNTE ORELL. Acta 
orthop. scand., 1951, 21: 190. 


About 100 patients with bone and joint tubercu- 
losis treated at the Orthopedic Department of St. 
Gorans Hospital in Stockholm form the basis of this 
report. 

The author believes that surgical treatment can 
now be employed earlier in the disease process than 
was possible prior to the use of chemotherapy. If 
an original focus is surgically accessible, it should be 
eliminated; the risk of spreading or activating the 
tuberculosis is extremely slight. Surgery can be 
performed on the original focus before the joint has 
been perforated; healing is shown to be good and 
some serviceable mobility is retained. This has been 
true especially in tuberculosis of the elbow. Chemo- 
therapy begins and terminates with para-amino- 
salicylic acid administered by mouth in a daily dose 
of from 10 to 14 gm. For a period of 14 days, com- 
mencing 3 days prior to the operation, 1 gram of 
streptomycin in 2 doses daily is administered to- 
gether with 500,000 units of penicillin with each 
dose; 300,000 units of penicillin procaine are also 
given in 1 dose. The para-aminosalicylic acid dosage 
must frequently be decreased or entirely discon- 
tinued in connection with the operation. Locally, 
streptomycin and penicillin (as dry powder) are 
placed in the wound, the amount depending upon 
the size of the wound. Streptomycin and penicillin 
doses are continued only for about 14 days, but 
para-aminosalicylic acid is continued for a longer 
period. 

In cases in which the primary focus is not accessi- 
ble or an abscess can be attacked as in tuberculous 
spondylitis, the abscess is opened widely and the 
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abscess and granulations are evacuated with a 
scoop, and, when necessary, down to the vertebra. 
Bleeding is controlled, streptomycin and penicillin 
are placed in the wound which is then primarily 
closed. Primary healing has taken place in almost 
every case and there has been considerable im- 
provement of the general condition, especially when 
the abscesses have been large. As a completion of 
this treatment, stabilization operations on the 
joint or between the vertebra have subsequently 
been performed. 

In a third group of cases the tuberculous bone 
changes were limited and there were no pronounced 
abscesses. These cases are frequently not suited to 
surgical intervention of a radical nature and the pa- 
tients are treated in a conservative orthopedic man- 
ner with stabilization operations as necessary and 
chemotherapy. The results of this treatment are 
very difficult to estimate and it will probably take 
a long time before they can be achieved with any 
degree of certainty. 

With these methods, the author has treated some 
100 patients with no evidence of any spread or re- 
appearance of the processes. In some cases the 
local processes were quite active and the patient 
quite sick prior to surgery. Soon after the interven- 
tion a very apparent improvement in the general 
condition took place. There has been 1 death in the 
series. Epcar L. Ratston, M.D. 


Combined Surgery and Chemotherapy of Abscesses 
in Bone and Joint Tuberculosis. Early Results. 
PER OsTMAN. Acta orthop. scand., 1951, 21: 204. 


The author reports 27 cases of surgically treated 
abscess and fistula, tuberculous in origin. Of these, 
21 healed primarily, 4 healed secondarily, and 2 re- 
mained unhealed. Six cases involved the ribs, 3 
the shoulder, 2 the wrist, 1 case involved the elbow, 
1 the hip, 1 the knee joint, and 2 cases the foot. In 
each case the operation consisted of eradication of a 
focus of abscess or fistula. A dosage schedule of 
para-aminosalicylic acid, streptomycin, and peni- 
cillin has been used. Earlier experience had shown 
that chemotherapy alone, without surgery, had no 
great effect on abscess or fistula in association with a 
bone and joint focus, but the author believes that it 
is the combination with surgical intervention that 
is essential for the good results obtained. 

Epcar L. Ratston, M.D. 


Surgical Interventions on Paravertebral Tubercu- 
lous Abscesses. Cart Hirscu. Acta orthop. scand., 
TOSr, 232 arr. 


From a study of 14 patients followed 3 months 
postoperatively, the author recommends radical 
surgery combined with chemotherapy in the treat- 
ment of tuberculosis of the spine. Surgery in the 
lumbar region consisted of dorsal or ventral retro- 
peritoneal exploration of abscess and tuberculous 
processes in the vertebral body with removal of all 
debris and sequestra. Streptomycin and penicillin 
were then placed in the wound and the incision was 


closed tightly. Streptomycin and penicillin were 
continued postoperatively as was para-aminosalicylic 
acid. In the thoracic spine, costotransversectomy 
or an intercostal approach to the vertebral bodies 
was used. 

Nine patients had lumbar involvement and 5 had 
thoracic involvement. All except 1 was benefited 
after the operation. This patient died 2 months 
following surgery from miliary tuberculosis. Ten 
patients had a return of temperature to normal 
within a week and only 1 had a fever persisting for 
as long as 1 month. All cases were thought to be 
abscesses secondary to the vertebral disease; 3 pre- 
sented only extensive scarring over the site of the 
previous abscess. Epcar L. Ratston, M.D. 


The Radical Treatment of Bone and Joint Tuber- 
culosis. SVANTE ORELL. Acta orthop scand., 1951, 
21: 187. 

The author has combined chemotherapy, para- 
aminosalicylic acid, and streptomycin with surgery 
in the treatment of bone and joint tuberculosis. It 
has been used (1) in conjunction with surgery to 
perform radical elimination of a bone focus; (2) in 
conjunction with surgery for evacuation of cold 
abscesses; and (3) if intervention is impossible, in 
conjunction with stabilizing operations on a joint. 
In the author’s experience, this combination of 
chemotherapy and radical operation of the local 
process has given good results, although he points 
out that the cases must be followed for a longer 
period of time. He makes a plea for early treat- 
ment, for only in that way will motion be preserved 
in the joint involved. Enoar L. Ratston, M.D. 


FRACTURES AND DISLOCATIONS 


Fracture of the Neck of the Femur in Children. 
Saut Rircute. Bull. Hosp. Joint Dis., N. Y., 1951, 
72:3, 

The author reviews the treatment of similar frac- 
tures of the femoral neck rendered by other physi- 
cians and emphasizes the failures achieved by the 
Whitman abduction hip spica, or nailing. Restricted 
motion, shortening, and deformities of the femoral 
head were alluded to as resulting from other forms of 
therapy. The author presents 3 case reports: 

Case 1 was that of a 15 year old male who sus- 
tained a midcervical fracture through the neck of 
the left femur. A Smith-Petersen nail was utilized 
with satisfactory apposition of fragments. Six weeks 
postoperatively, the patient experienced another 
accident which resulted in malalignment with dis- 
lodgment of the nail and coxa vara deformity. The 
nail was removed and a Whitman hip spica institut- 
ed. Progressive absorption of the neck of the femur 
was noted roentgenologically. Approximately 8 
months after the initial injury a tibial graft was 
inserted through the femoral neck, which resulted 
in solid union with only 34 of an inch shortening. 

Case 2 was that of a white male patient, aged 10, 
of the Froehlich’s syndrome pattern whose x-ray 
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film disclosed marked slipping of the right femoral 
epiphysis. About 5 weeks after admission vigorous 
manipulative reduction resulted in a concomitant 
reduction of the epiphysis and fracture of the neck. 
Since the alignment was ideal 3 wire pins were in- 
serted and a hip spica cast was employed for a period 
of 4 months. The result was rated as excellent 9 
years later. 

” Case 3 was that of a 4 year old male infant who 
fell from a third floor porch and sustained a skull 
fracture and an “alleged” fracture of the neck of 
left femur. The latter was not discovered until 2 
months after trauma. He was treated conservative- 
ly, but a severe coxa vara resulted. Further surgery 
was refused. Re-examination 10 years later revealed 
severe coxa vara, and 2% inch shortening with 4o 
degree limitation in abduction of his left hip. 

In conclusion the author admits that a mid- 
cervical femoral neck fracture in a child is an in- 
dividual problem which does not render itself amen- 
able to any dogmatic form of therapy or panacea. 

SAMUEL L. GOVERNALE, M.D. 


Impacted Fractures of the Neck of the Femur. 
CAROLL M. Sitver and STANLEY D. Srmon. Buill. 
Hosp. Joint Dis., N. Y., 1951, 12: 14. 


In a review of 695 fractures of the hip over a 6 
year period, the authors observed that 411 of the in- 
volved hips were intracapsular and 284 were inter- 
trochanteric. Only 8 impacted fractures occurred in 
this rather large series, an incidence of about 1 per 
cent, which is considerably lower than that pre- 
viously reported by contemporary writers. Gallag- 
her reports 22 impacted fractures in a series of 77 
consecutive fresh hip fractures, or 28 per cent. The 
authors postulate that impacted fractures do not 
always “heal kindly” and that they should be 
treated early by internal fixation, not as an “emer- 
gency” reduction (i.e., in the first 6 to 8 hours) but 
rather 2 to 3 days after the injury, which is a safer 
period for definitive therapy. Since 14 per cent of the 
impacted hip fractures have undergone aseptic ne- 
crosis, it is obvious that all do not heal without 
some failure. 

Reports of 4 cases accompany this excellent arti- 
cle. The ages of these patients were 45, 59, 67, and 
76 years, respectively. By and large, the treatment 
rendered was Smith-Petersen nailing. The patients 
were up in a wheel chair the next day and were dis- 
charged from the hospital 3 to 4 days later. Weight- 
— was permitted 2 to 3 months postopera- 
tively. 

Routine internal fixation is advocated as the treat- 
ment of choice. SAMUEL L. GOVERNALE, M.D. 


Immediate Osteotomy for Vertical Fractures of 
the Femoral Neck. SipnEy A. BERNSTEIN. Bull. 
Hosp. Joint. Dis., N. Y., 1951, 12: 22. 


Shearing forces cause a disturbance at the frac- 
ture line in the femoral neck and interfere with heal- 
ing. It is suggested that the’ideal ‘treatment would 
be a method that converted the shearing forces of all 
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surfaces into impacting surfaces. This method does 
not involve the hip joint. The fracture of the 
femoral neck should be reduced and nailed. A 
Schanz wedge osteotomy is then performed. 

Six consecutive cases are presented; the patients’ 
ages ranged from 53 to 80 years. The special nail is 
described as a Jewett nail with a goose neck. There 
was a deep-seated infection in 1 case. The operation 
was performed through a lateral incision over the 
upper end of the femur. The nailing was done 
blindly over a guide wire. The osteotomy was per- 
formed with multiple drill holes and a chisel. This 
article is only a preliminary report of the case. 

RICHARD J. BENNETT, JR., M.D. 


Fractures of the Ankle. 
Surg., 1952, 64: 488. 

The author bases his article on 425 fractures of the 
ankle. The treatment is carried out after the mecha- 
nism of the fracture has been established. A supina- 
tion adduction fracture is differentiated from a 
supination eversion fracture. A pronation abduction 
fracture and a pronation eversion fracture are 
enumerated. 

Reduction is carried out under x-ray control and 
local anesthesia with the knee bent to 90 degrees 
and hanging over the edge of the table. The assist- 
ant fixes the femur. In cases in which blister forma- 
tion or other skin lesions are found in the area of the 
fracture site, general or spinal anesthesia is used. 
Roentgenograms are included in the article, showing 
the preoperative and postoperative positions of the 
fragments. Georce I. Reiss, M.D. 


N. LauGe-HANSEN. Arch. 


ORTHOPEDICS IN GENERAL 


The Relationship Between Articular Changes and 
Function. RAGNAR ExHotm and Benct NorBAck. 
Acta orthop. scand., 1951, 21: 81. 


The author’s paper is an exposition of morphologi- 
cal changes which may be observed in the experi- 
mental animal after a few minutes or a few hours 
of relatively physiologic functioning. 

A brief review of the literature reveals that many 
problems remain to be solved with respect to the 
functional changes in joints. 

1. Does joint function give rise to histologically 
observable changes in the articular cartilage? 

2. Can cartilaginous or other joint tissue particles 
be demonstrated in the synovial membrane after 
joint function? 

3. Are the synovial fluid’s volume, formal particle 


content, and viscosity measurably affected by articu- 


lar function of short duration? 

The test series comprised adult white rabbits 
weighing an average of 3 kgm. Only the knee joints 
were studied. With the aid of an exercising appara- 
tus, one of the legs of the test animal could be made 
to function without disturbing the other. The ani- 
mal was anesthetized with 5 c.c. of a subcutaneously 
injected 25 per cent solution of urethane in physi- 
ological saline. The prepared knee joint was sub- 
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jected to flexing and extending movements, the fre- 
quency being go extensions per minute. A continu- 
ous load was applied to the joint surface of some 
knees by suspending a 400 gm. weight attached to 
a leather cuff around the animal’s thigh. In other 
animals the cuff was linked up with an electromagnet 
so that the load was applied intermittently during 
the extension phase of the knee joint. The duration 
of the exercise varied from 15 minutes to 6 hours, 
or an average of 3 hours. Immediately after the 
exercise the animals were sacrificed and the hind 
limbs were amputated for examination of the knee 
joints. 

It was possible to show that after brief function 
the surface cells of articular cartilage are more spher- 
ical than corresponding cells of nonexercised cartilage. 
The shorter the interval between the removal of the 
cartilage from the bone and the histological exam- 
ination, the more distinct are differences between 
the superficial layers of articular cartilage in the 
exercised joint and the contralateral joint. This 
transformation is assumed to be due to increasing 
accumulation of fluid in the cartilage during exer- 
cise. Function is attended by increase in volume 
in the synovial fluid. 


The number of cells per cubic millimeter of joint 
fluid is lower after function; but a cell count in all 
the synovia in the joint reveals that the total num- 
ber of cells remains unchanged. The percentages of 
proteins and hyaluronic acid in synovial fluid are 
diminished by articular function; therefore, from 
the constant total cell count, the conclusion may be 
drawn that the increase in volume of the synovia 
due to exercise is chiefly caused by inflow into the 
joint cavity of water and dissolved low-molecular 
substances. It was further shown that physiological 
function seems associated with abrasion, both of the 
articular cartilage and of the synovialis. This con- 
clusion is drawn because the joint fluid contains 
particles which would appear to be derived partly 
from the surface of the articular cartilage and partly 
from the inside of the synovial membrane; the num- 
ber of these particles is larger in the exercised joint 
than in the rested joint. About 30 per cent of the 
particles were fragments of articular cartilage. As- 
suming, as stated, that the surface wear of the articu- 
lar cartilage takes place concurrently with joint 
function, there must be a continuous regeneration 
of the superficial layer of cartilage when exercise is 
within normal limits. KENNETH E. SHERMAN, M.D. 
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SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD VESSELS 


Intra-Arterial Priscoline Therapy for Peripheral 
Vascular Disturbances. HeEt1nz I. LippMann. Angi- 
ology, 1952, 3: 69. 

Intra-arterial priscoline therapy was carried out 
in 80 cases of peripheral vascular disease. It is in- 
jected rapidly into the artery in amounts which are 
just short of producing systemic reactions. This is 
the maximum local dose. The most effective injec- 
tion schedule must be determined in each individual 
case. The goal of the injection in peripheral vascular 
disease is a sustained—not always maximal—vaso- 
dilatation in the extremity. This is maintained by 
regular intermittent injections over a period of days 
or weeks. Interruptions of the injection schedule, 
or a clumsy injection technique which produces pain 
and vasoconstriction, may prevent sustained vaso- 
dilatation. During the course of treatment, more 
marked vasodilatation often develops in the distal 
parts of the extremity after varying periods of time 
(days or weeks). 

In patients with Raynaud’s disease, intra-arterial 
priscoline was found to enhance the vasodilator 
response to heat. This effect outlasted a series of 
injections. 

Contraindications to intra-arterial priscoline thera- 
py are the development of systemic reactions after 
intra-arterial injections of 10 mgm. of priscoline or 
less, a temporary decrease in local blood flow in 
ischemic areas, or the development of edema and 
skin maceration in an ischemic area after intra- 
arterial priscoline. To recognize the cases in which 
intra-arterial priscoline therapy is unwarranted, the 
circulation should be studied at various levels of 
the limb after some injections. Determination of 
digital blood flow only is insufficient for this purpose. 

An intra-arterial priscoline injection is a useful 
diagnostic test, similar to a posterior tibial or lum- 
bar sympathetic nerve block with procaine. 

Among the 80 cases reported, gangrene of the 
heel was present in 11, and 3 of these patients had 
to undergo amputation. This compares favorably 
with a control group of 11 cases, in which 9 patients 
had to undergo amputation. Forty-nine patients 
had ischemic lesions in other parts of the extremi- 
ties; healing was obtained in 23 and in 26 the thera- 
py was ineffective. Seven patients with acute ar- 
terial occlusion were treated. In 2 patients the oc- 
clusion was embolic in nature. Both patients re- 
covered without trophic lesions. Five patients had 
thrombotic occlusion; in 2 of the latter, amputation 
had to be done. Four patients with iliofemoral 
thrombophlebitis and spastic arterial occlusion 
showed rapid improvement after one or a few intra- 
arterial priscoline injections. No influence was ob- 
served on the course of the venous disease. Four 
patients with intractable attacks of Raynaud’s dis- 


ease were treated. The attacks disappeared during, 
and for some time after, intra-arterial therapy. The 
noninjected arm was used as a control. In 5 cases 
of functional vascular disturbances, intra-arterial 
priscoline had a temporary and localized vaso- 
dilator effect. 

If intra-arterial priscoline therapy is used judici- 
ously, it is a valuable adjunct in the management of 
peripheral vascular disorders. 

SAMUEL Kaun, M.D. 


BLOOD; TRANSFUSION 


Placental Blood Plus Alcohol Introduced as Trans- 
fusion Therapy in Poland (Le sang placentaire 
additionné d’alcool employé comme moyen théra- 
peutique pour la premiére fois en Pologne). Lapts- 
LAS SERAFIN. Sem. hép. Paris, 1952, 28: 654. 


The author established a civilian blood bank in 
Warsaw which was destroyed by the German inva- 
sion of 1939. He was able to assemble sufficient 
equipment for a second bank by the following year, 
but war and malnutrition had made blood donors 
unavailable. He therefore proposed the use of pla- 
cental blood, which remained available, in this emer- 
gency. Following a 3 months period of successful 
trial, routine collections were instituted in Septem- 
ber, 1940. This bank was destroyed during the War- 
saw Insurrection in 1944. Its re-establishment in 
1948 testifies to the efficacy of placental blood. This 
center is still in operation and collects an average of 
goo liters of preserved blood annually. 

The reported low reaction rate following placental 
blood transfusions is attributed to the absence of a 
well defined blood type and to employment of ethyl 
alcohol in the preservative. Only 25 per cent of the 
4.5 to6.8 erythrocytes per cu. mm. possess agglutino- 
gens, presumably cells crossing placental barriers 
from maternal circulation, while no agglutinins ap- 
pear in placental serum. 

Placental blood is withdrawn from the umbilical 
vein following severance of the cord, prior to pla- 
cental delivery, under sterile conditions described in 
detail, between 80 and 180 ml. being obtained from 
each placenta. Ninety milliliters of blood are drawn 
into each ampule, containing 60 ml. of preserving 
fluid (0.75 gm. sodium citrate, anhydrous, 0.85 gm. 
sodium chloride, 1.05 gm. anhydrous glucose, 5.0 ml. 
of 95 per cent ethyl alcohol). 

Dilution of go ml. of blood with 60 ml. of preserv- 
ing solution was found to decrease the incidence of 
reaction and was considered justifiable because of the 
relative polycythemia of placental blood. Ethyl al- 
cohol, 0.0251 gm./ml. of preserved blood, decreased 
the percentage of abnormally fragile erythrocytes 
from 60 to 70 per cent (6 weeks storage in citrate 
without alcohol) to 15 to 20 per cent. Microscopic- 
ally, the erythrocytes retained normal shape for 6 
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weeks stored in citrate solution, but remained un- 
changed for 3 to 6 months when alcohol was added. 
The author believes blood may be used safely, re- 
gardless of storage time, if no gross hemolysis red- 
dens supernatant plasma. Two patients with ter- 
minal carcinomatosis received one ampule each, 176 
and 187 days old respectively, without untoward 
effect. 

Placental blood collected and stored in the above 
manner has been satisfactorily employed in common 
clinical conditions, including preoperative and post- 
operative preparation, pernicious anemia, thrombo- 
cytopenic purpura, hemophilia, and burn shock. 
Children in an institution during a measles epidemic 
received adequate passive immunity, or amelioration 
of symptoms if disease had become manifest, follow- 
ing a Series of injections. 

Placental blood is therefore reported as an accept- 
able means of augmenting supplies of adult donors’ 
blood, available even in malnourished populations, 
comparable in efficacy with adult blood for routine 
clinical use, and superior in pediatric practice be- 
cause of a lower incidence of reactions. Addition of 
ethyl alcohol is said to double the useful life of stored 
placental whole blood, when the presence of gross 
hemolysis is considered the principal contraindica- 
tion to its intravenous administration. 

James M. WALKER, M.D. 


Incompatible Transfusions. GEORGE DIscoMBE. 


Lancet, Lond., 1952, 262: 734. 


The author organized the transfusion service at 
the Central Middlesex Hospital, and this article re- 
ports his experiences with 10,000 transfusions given 
over a period of 5 years. 

ABO and RHo homologous blood is normally used. 
AB recipients receive AB, A, or B blood, but rarely 
blood of group O. 

In the 5-year period reported (from 1946 to 1951) 
there were no fatal reactions. Seven ABO incom- 
patibilities occurred, and 1 patient is known to have 
been accidentally sensitized to the rhesus factor. 
Two major reactions, one hemolytic, had no dis- 
coverable cause. 

The author believes that the chief causes of error 
are haste and confusion between patients with simi- 


lar names. The advantages of using small-pool plas- 
ma or dextran to restore blood volumeare emphasized, 
Ety Extiotr Lazarus, M.D, 


The Technique and Organization for Conservation 
of the Blood (Zur Technik und Organisation der 
Blutkonservierung). JOERG VOLLMAR.  Langen- 
becks Arch. u. Deut. Zschr. Chir., 1951, 269: 76. 


Only two methods of blood conservation need 
consideration nowadays: Elliot’s “gravity collec- 
tion,” and Boland’s et al. ‘vacuum method.” One 
has left the open air system entirely. The author 
examined the advantages and disadvantages of 
these two methods in several hundred transfusions, 

With Elliot’s method occasional coagulation js 
encountered, as the filling of the bottie requires 
from 7 to 9 minutes and the system is a temporarily 
open one. 

Filling of the vacuum container requires only 3 to 
5 minutes. Coagula are rarely encountered; how- 
ever, there is a varying degree of foam formation and 
donors occasionally collapse because of the acuteness 
of the blood loss. Sometimes the vacuum is too low 
to allow the bottle to be filled and then coagulation 
may interfere. Another complication was not infre- 
quently seen in the vacuum method, namely, hemo- 
lysis of varying degrees. In serial studies the author 
found it to depend chiefly on a vacuum that was too 
high. Even with careful preparation of the con- 
tainers and in purchased vessels the indicated 
vacuum is not reliable. Optimal negative pressure is 
between 630 and 650 mm. of Hg. This allows the 
container to be filled properly and prevents mechani- 
cal damage to the red blood cells. A special, ex- 
changeable manometer on a connecting T-piece is 
devised which allows quick correction of faulty pres- 
sures. With this device and repeated sterilization 
the author was able to restrict hemolysis and reduce 
transfusion reactions to 2.6 per cent. 

The cost of transfusions in Germany is briefly dis- 
cussed. Five hundred cubic centimeters of whole 
blood cost 35 DM ($9). The containers cost from 
4 to 7 DM ($1 to $1.80). By explaining the need for 
transfusions the author was able to increase the 
donation of blood by relatives of the diseased from 
31 to 69 per cent. Kurt BEntrscHKE, M.D. 
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OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Major Surgery in Old People. CHEstER A. Havuc and 
W. ANDREW DALE. Arch. Surg., 1952, 64: 421. 


In a series of 313 patients over 60 years of age, 
who were subjected to 354 major surgical procedures 
during the period from July, 1950 to July, 1951, 
there were 32 deaths. This represents an operative 
mortality of 9.0 per cent and an over-all patient 
mortality of 10.2 per cent. As might be expected, 
the operations performed as emergencies carried a 
much higher mortality than the elective procedures, 
21.9 per cent as against 5.7 per cent (for groups of 73 
and 281, respectively, 16 deaths in each group). 
The greatest number of deaths could be attributed 
to cardiovascular disease, including myocardial in- 
farction, cerebrovascular accidents, and cardiac 
failure. Pulmonary embolism accounted for 5 
deaths. Peritonitis, pneumonia, bowel obstruction, 
hepatic failure, and renal failure were among the 
other causes. 

Postoperative complications in this series num- 
bered 203, of which more than one complication 
often occurred in a single patient. The greatest 
single category of complications was the pulmonary 
one, but there were numerous cardiac, wound, 
bowel, cerebral, urinary, and phlebitic complica- 
tions as well. A significant elaboration of the figures 
on wound complications is the fact that among 204 
abdominal wounds, 158, in which a transverse inci- 
sion was utilized, gave rise to only 3 instances of 
wound dehiscence. The rate of wound disruption 
was seven times as great when a longitudinal inci- 
sion was used, with 6 instances of disruption in 46 
such wounds. 

The authors stress, correctly, that older patients 
must be handled on the basis of the same surgical 
principles which apply to younger individuals. An 
important difference between the two general 
groups of patients is that the older ones have a de- 
creased functional reserve. The decrease, however, 
is not necessarily commensurate with chronologic 
age, but rather with physiologic age. This calls for 
an individual, minutely detailed assessment of each 
patient’s reserve, and maximal efforts to strengthen 
each of his various systems as well as the whole 
patient. 

Helpful general suggestions as well as suggestions 
for particular procedures are a valuable feature of 
this article. BENJAMIN F. Lounssury, M.D. 


Water and Electrolyte Balance in Surgery. Henry 
T. RANDALL. Surg. Clin. N. America, 1952, 322: 445. 


The author presents a clear, concise, review of 
present day thinking concerning water and electro- 
lyte balance. Several simplified tables and charts 
are included. 
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An equivalent of any ion is that amount which 
carries the same amount of electrical charge as 1 gm. 
of hydrogen ion. A milliequivalent is 1/1000 of this 
amount. One milliequivalent is the molecular weight 
in milligrams divided by the valence. Since carbon 
dioxide exists almost entirely as the ion (HCO3) and 
its ionic effect depends upon its negative charge, 
it can be expressed as milliequivalents per liter by 
the following simple formula: 


Veh 22 = mEq. per liter (HCOs) 

Recent studies using heavy water and antipyrine 
have shown that body water is about 61 per cent of 
body weight in the average adult. Approximately 
41 per cent of this water is intracellular. Skeletal 
muscle contains approximately 70 per cent of the 
total intracellular water. Total body sodium is ap- 
proximately 50 milliequivalents per kilogram in the 
adult. Most of the sodium is extracellular or in 
bone. There is about the same amount of exchange- 
able potassium, most of which is intracellular in 
metabolically active tissue. A thorough understand- 
ing of normal averages and ranges is essential to eval- 
uate changes in the patient’s status preoperatively 
or postoperatively. The range for serum sodium is 
135 to 150 mEq,; for potassium 3.6 to 4.5 mEq.; for 
bicarbonate 24.6 to 28.8 mEq.: and for chloride roo 
to 105 mEq. 

The total daily insensible water loss of a patient 
is approximately 800 to 1,000 c.c. Although the 
necessary products of metabolism can be excreted 
in 400 c.c. of urine with maximum concentration, it 
is better to provide for 1,000 to 1,200 c.c. of urine 
per 24 hours in the average adult. The total baseline 
water intake, then, must be between 1,800 and 2,500 
c.c. to prevent dehydration and to insure water 
balance. The average daily salt intake should be 
between 5 and 10 gm. Since patients in the im- 
mediate postoperative period are incapable of ex- 
creting large loads of sodium and chloride ions, the 
baseline postoperative intake of sodium and chloride 
should be limited to about two-thirds of the normal 
daily intake. This is furnished by 500 c.c. of iso- 
tonic sodium chloride solution each 24 hours. The 
administration of roo gm. of glucose in each 24 hour 
period diminishes the amount of nitrogen lost in the 
starving patient by 50 per cent. In addition, glucose 
diminishes the withdrawal of body water and de- 
creases the renal excretion load; therefore, too gm. 
of glucose are an essential part of baseline require- 
ments. The prophylactic administration of about 
one-half of the normal daily potassium intake will 
prevent potassium deficiencies in surgical patients. 
The daily baseline requirement of potassium is 30 
to 40 mEq., usually furnished by 2 or 3 gm. of po- 
tassium chloride. In general, the average baseline 
water requirement is 35 to 45 c.c. per kilogram per 
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TABLE I.—PROPORTIONS OF PARENTERAL FLUIDS 
FOR SEMIQUANTITATIVE REPLACEMENT OF 
GASTROINTESTINAL FLUID LOSSES 
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sone above solutions are employed for volume-for-volume replacement 
. Pobaaton chloride, to mEq. per liter, is to be added. 
day in adults; in children this increases somewhat, 
and in infants the requirement is 150 c.c. per kilo- 
gram per day. 

Dynamic losses which include both external ab- 
normal losses of water and electrolytes and tem- 
porary functional losses which result from a shift 
of fluids within the body must be taken into con- 
sideration in determining the patient’s therapy. 
The major external fluid losses which are of concern 
to the surgeon are those from the gastrointestinal 
tract. These represent losses in water which must 
be replaced volume for volume and also losses in 
electrolytes. Drainage from the gastrointestinal 
tracts of surgical patients are usually not isotonic 
but hypotonic insofar as sodium and chloride are 
concerned. There are marked differences in the 
type of electrolytes lost depending upon the loca- 
tion of the drainage point. An understanding of the 
different types of electrolyte losses is essential to 
their adequate replacement. It is not necessary to 
quantitate replacement when drainage from the gas- 
trointestinal tract is less than 1,000 per day and of 
short duration. It is usually sufficient to provide an 
equivalent volume of isotonic sodium chloride. How- 
ever, in patients who are seriously ill and in those in 
whom gastrointestinal tract drainages are large in 
volume or persist over many days, a more quantita- 
tive replacement is necessary. Table 1 is a good 
“rule of thumb” for the replacement of gastro- 
intestinal tract volumes. 

Water and electrolytes may be lost from large 
open wounds and excessive sweating. The material 
which is lost from the surface of wounds is similar to 
plasma in its composition. Hartman’s solution is 
about ideal for replacement of this type of loss. In 
hot weather it is not unusual to lose some 2,000 to 
4,000 c.c. per day by sweating. Sweat contains from 
30 to 70 mEq. each of sodium and chloride ions per 
liter and should be replaced by about one-third to 
one-half volume of physiologic sodium chloride 
solution. 


Water and electrolytes may be effectively lost to 
the circulation and extracellular fluid space without 
leaving the body itself. Internal fluid shifts of this 
type are usually seen in burns and ileus. Two to 
three thousand cubic centimeters of fluid may be 
accumulated within the bowel in marked ileus. An 
acute widespread peritonitis behaves like a 15 to 20 
per cent burn and requires similar fluid therapy. 

The composition of replacement fluids required in 
dehydration depends upon the rate of dehydration 
and the extent of electrolyte depletion in the remain- 
ing body fluids. In slow dehydration, replacement 
requires water, potassium, possibly phosphate, and 
relatively small quantities of sodium chloride and 
bicarbonate. In rapid dehydration replacement 
should consist of water and electrolytes according 
to the proportions in which they exist in the extra- 
cellular fluid (Hartman’s solution). 

The signs of potassium deficiency are muscular 
weakness, apathy, lethargy, abdominal distention, 
tachycardia, and occasionally skeletal muscle pa- 
ralysis. This syndrome usually occurs between the 
fourth and sixth postoperative days in patients who 
have been maintained on parenteral and oral fluids 
which contain no potassium. It is accompanied fre- 
quently by alkalosis and hypochloremia. Treatment 
consists of the administration of potassium chloride 
or potassium phosphate intravenously. As much as 
150 mEq. of potassium per 24 hours may be required 
in severe cases. 

If the extracellular fluid space is larger than normal, 
sodium and chloride concentrations may be low, as 
is the case postoperatively and in cardiac failure and 
cirrhosis, yet the total sodium and chloride present 
are likely to be normal or high. On the other hand, 
when the total extracellular fluid space is decreased, 
as in dehydration, then electrolytes must be given 
with water or the needed expansion cannot be 
achieved. It must be remembered that parenteral 
replacement is always a temporary and inadequate 
substitute for gastrointestinal nutrition and oral 
intake should be resumed as soon as returning func- 
tion permits. Curtis Artz, M.D. 


Observations on Water Intoxication in Surgical 
Patients. BERNARD ZIMMERMANN and OwEN H. 
WANGENSTEEN. Surgery, 1952, 31: 654. 


Seventeen instances of convulsive seizures follow- 
ing surgical operations and characterized by dilution 
of the extracellular electrolytes are reported. In all 
but one of these the convulsions occurred between 
12 and 48 hours after the operation. In most in- 
stances strongly positive fluid balance was demon- 
strable by the intake and output data and the 
change in body weight. The mechanisms of water 
intoxication are discussed in the light of previously 
reported experimental findings and the physiologic 
peculiarities of the postoperative patient. 

It is concluded that most complications of this 
nature could be prevented by the avoidance of ex- 
cessive amounts of glucose solution at the time of 
surgery and through the days immediately follow- 
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ing surgery. Daily estimations of the body weight 
and determinations of serum electrolyte levels be- 
fore actual disturbances develop should make it 
possible to take measures to prevent this complica- 
tion before it occurs. Hypertonic saline solution 
has been of great value in rapidly restoring the nor- 
mal salt-water relationship of the extracellular fluid 
once seizures have occurred. 
Ety Exxiorr Lazarus, M.D. 


The Role of Anticoagulant Therapy in Surgery. 
GERALD H. Pratt. Surg., Clin. N. America, 1952, 
32: 369. 

Surgeons have been slower to accept the use of 
anticoagulants than the internists. This reluctance 
is understandable, for the surgeon must keep in 
mind a fresh operative wound. However, sufficient 
experience has accumulated to make this attitude no 
longer justifiable. The mechanism of blood clotting 
isnot completely understood. Nevertheless, from a 
clinical basis, three main conditions are necessary to 
produce pathologic venous clotting: (1) a change in 
the clotting factors, (2) injury to the endothelial 
lining of the blood vessels, and (3) stasis. Stagnation 
of the blood, in itself, may initiate venous clotting. 

Cardiovascular disease, overweight or obesity, 
carcinoma, increased age, fungus infection, and post- 
operative and postpartum states predispose to the 
formation of thrombosis. 

There are two main groups of anticoagulants: 
heparin acts by prolonging the coagulation time; 
dicumarol extends the prothrombin time. The chief 
action of heparin is an inhibition of thrombin, but it 
also acts as an antiprothrombin and under certain 
conditions inhibits platelet agglutinations. 

Six methods of administration of heparin are 
described. The continuous intravenous drip method 
has proved to be impracticable. The intermittent 
intravenous method is accompanied by many 
technical disadvantages. The use of heparin in Pit- 
kin’s menstruum is somewhat painful and some pa- 
tients are allergic to the menstruum. Intermittent 
injection of heparin subcutaneously is recommended. 
Fifty mgm. of heparin is given intravenously, and 
one-half hour later 30 to 70 mgm. are injected in the 
deep subcutaneous tissues. A dose of 30 to 70 mgm. 
is given subcutaneously every 3 hours as required to 
maintain the coagulation time between 20 and 30 
minutes. Local hemorrhage at the injection site 
must be controlled by a pressure bandage. Regional 
heparinization by the insertion of a polythene tube 
into the artery after the removal of an arterial em- 
bolus has been advised. However, general heparini- 
zation has proved to be more satisfactory. Sub- 
lingual heparin cannot be advocated. 

Paritol, a new anticoagulant similar to heparin, 
prolongs the clotting time when it is given intraven- 
ously. Its anticlotting effect lasts two or three times 
as long as heparin. Reactions characterized by 
swelling of the hands and feet and, in some instances, 
by vascular collapse occur in about 10 per cent of 
patients. It cannot be recommended for general use. 
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Dicumarol may be given orally for approximately 
five cents a day. Its disadvantages are: the necessity 
of technically difficult prothrombin tests, danger of 
hemorrhage, and variation in the response of indivi- 
dual patients. The dosage must be individualized— 
300 mgm. the first day, 200 mgm. the second day, 
and 100 mgm. the third day will usually lengthen the 
prothrombin time to approximately twice normal. 

More recently, a coumarin compound, tromexan, 
has been used to depress prothrombin activity. 
Tromexan’s absorption is complete in a few hours, 
in comparison to 24 hours with dicumarol. The drug 
metabolizes rapidly but its effect persists even after 
it is no longer present in the plasma. It has a safer 
range of hypoprothrombinemia without hemorrhage. 
An initial dose of 900 to 1,200 mgm. has proved 
satisfactory. Daily doses thereafter depend on the 
prothrombin time; 600 to goo mgm. of tromexan 
maintain the prothrombin level at between two and 
two and a half times normal. 

Thrombosis therapy should be continued until 
fever, redness, and sedimentation rate have remained 
normal for a period of at least 1 week. In general, a 
period of 16 to 21 days is safe. The use of fresh, 
whole blood and protamine sulfate (50 mgm. intra- 
muscularly every 6 hours) is recommended for the 
treatment of hemorrhage due to heparin. Toluidine 
blue has been suggested, but some patients may 
react to this substance. Hemorrhage due to dicu- 
marol and tromexan may be treated with fresh whole 
blood transfusions and large doses of synthetic 
vitamin K. A dose of 64 to 75 mgm. of synthetic 
vitamin K intravenously every 4 hours is recom- 
mended. Vitamin K-1 oxide intravenously has also 
proved most beneficial. 

Vitamin E (alphatocopherol) orally and calcium 
gluconate intravenously to prevent thrombosis has 
given equivocal results. The therapy does not pro- 
duce any bad effects, but until further evidence has 
been presented reliance on such measures alone 
cannot be suggested. Curtis Artz, M.D. . 


Postoperative Potassium Deficit and Metabolic 
Alkalosis. The Pathogenic Significance of Op- 
erative Trauma and of Potassium and Phos- 
phorus Deprivation. LEonarp P. ELtrEt, Otor H. 
PEARSON, and FREDERICK C. WuitTe. J. Clin. In- 
vest., 1952, 31: 419. 

Patients maintained postoperatively on paren- 
teral fluids or on a dietary intake which is low, or 
lacking, in potassium may develop a syndrome char- 
acterized by apathy, lethargy, muscular weakness, 
abdominal distention, ileus, cardiac arrhythmias 
and edema, and occasionally by confusion, delirium, 
muscular twitching, and tetany. 

The metabolic effects of operative trauma and 
those due to potassium and phosphorus depriva- 
tion were observed in 2 patients. One of the pa- 
tients received no potassium or phosphorus, while 
the other received optimal amounts of these ele- 
ments. Both patients were maintained on constant 
caloric and protein intakes. 
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Similar metabolic changes were found in each 
patient postoperatively, though they were more 
pronounced in the patient who received no potas- 
sium or phosphorus. These changes were as fol- 
lows: (1) loss of protoplasm, as shown by negative 
balances of nitrogen, phosphorus, and potassium; 
(2) intracellular depletion of potassium and phos- 
phorus; (3) development of metabolic alkalosis and 
hypochloremia; (4) eosinopenia; and (5) increased 
urinary excretion of uric acid, creatine, formalde- 
hydrogenic steroids, and ketosteroids. 

These changes strikingly resemble those seen in 
patients with hyperadrenocorticism, whether spon- 
taneous or induced by ACTH or cortisone. 

A preoperative period of potassium and phos- 
phorus deprivation in one patient resuited in intra- 
cellular losses of these elements, but failed to pro- 
duce increased nitrogen loss or any evidence of in- 
creased adrenal cortical function. In spite of con- 
stant and substantial intakes of potassium and phos- 
phorus, the operative trauma in the second patient 
resulted in a marked increase in the urinary content 
of these elements, as well as in an increase in their 
intracellular loss. 

These findings suggest that a posttraumatic in- 
crease in adrenal cortical steroid production resulted 
in the metabolic changes observed. A prompt rise 
in the urinary calcium excretion was found during 
phosphorus deprivation. This indicates that decal- 
cification of bone provides a small amount of phos- 
phorus for repair purposes in the presence of intra- 
cellular phosphorus deficit. SAMUEL Kann, M.D. 


Replacement of Gastric and Intestinal Fluid Losses 
in Surgery. RosBert E. Cooke and LAWRENCE G. 
Crow ey. N. England J. M., 1952, 246: 637. 


Two special isotonic preparations for replacing 
fluid and electrolyte losses from the gastrointestinal 
tract are described. The isotonic solution for re- 
placement of abnormal gastric fluid loss contains an 
excess of chloride over sodium ions, the concentra- 
tions being comparable to those in the gastric secre- 
tions. The intestinal fluid replacement solution is 
also isotonic, but contains more sodium than chlor- 
ide ions. Both solutions contain potassium in 
amounts equivalent to, or slightly greater than, the 
normal content of the lost fluids. 

These solutions are given in addition to the usual 
fluids for deficit and maintenance therapy. Al- 
though precise volume for volume replacement would 
be ideal, it is more practical for the physician to 
order the fluids for maintenance and any existing 
deficit, and then to estimate the amount and type 
of replacement fluid from the measured loss by suc- 
tion, drainage, diarrhea, or vomiting in the preced- 
ing 12 hours. These special solutions are isotonic 
and may be given by hypodermoclysis. They may 
be mixed with other intravenous fluids being given 
as maintenance therapy. 

The solutions are ready-made, can be easily ad- 
ministered by a nurse, and provide for simple re- 
placement therapy without the need for special cal- 


culations and time-consuming preparation of ex- 
pensive homemade mixtures. 

Thirteen cases are reviewed (5 of them in detail), 
in which these solutions were used. In no patient 
was there toxicity, edema, urinary abnormalities, de- 
hydration, acid-base imbalance, nor any changes in 
the electrocardiogram. StTantey W. TUELL, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Compound Wounds of the Hand. J. Epwarp Fiynn. 
Ann. Surg., 1952, 135: 500. 

Modern treatment methods, especially the use of 
antibiotics, have modified considerably the conven- 
tional 6-hour time limit for safe repair of compound 
wounds of the hand; however, the time interval 
from injury to treatment still remains the most 
important factor in determining the course of ther- 
apy. Degree of tissue damage, type and extent of 
contamination, and location of the wound are other 
significant factors. 

The history must include the exact time, site, 
and mechanism of injury, and a description of the 
first aid that was given. A hand laceration from a 
sharp, clean kitchen knife, with the ideal first aid 
treatment of a simple sterile dressing, may be safely 
repaired up to 24 hours after injury. Tendon in- 
volvement within a sheath shortens this safe time 
to 12 hours. With gross contamination and tissue 
damage, where good débridement is possible, these 
time intervals are halved. Where good débride- 
ment is not possible, no primary closure is done. 
The wound is cleansed and dressed with sterile 
vaseline gauze, and the hand immobilized. Anti- 
biotics are given for 4 days and if no sepsis is 
present, closure is performed on the fourth day. 

In all cases, routine preoperative examination 
begins with a brief inspection of the wound and 
careful physical examination for tendon, nerve, and 
bone injury. Diagnosis is made at this time. Two 
surgeons then alternate, and perform the following 
steps, re-scrubbing and re-gloving between steps: 
the extremity is shaved; the skin is scrubbed for 10 
minutes with pHisoderm containing G 11, and 
rinsed with sterile saline solution; the wound is 
then irrigated with from 2 to 20 liters of normal 
saline solution and the skin is prepared with ether 
and aqueous zephiran; draping, débridement, and 
reconstruction follow. 

Crushed or avulsed tendons are never repaired 
primarily. Primary nerve suture is performed in 
all except septic wounds. Fractures are reduced by 
manipulation, except in sepsis, when gradual trac- 
tion is used. 

Four hundred and seventy-eight tendon injuries 
were treated according to the above principles and 
only 2 cases became septic. Both of these involved 
severance of all the flexor tendons, nerves, and ves- 
sels at the wrist. The interval between the trauma 
and surgery was 6 hours and the sepsis was an 
abscess around a silk suture in each case. 
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Primary tendon repair was performed in 32 cases 
of dirty crushed wounds, with no sepsis occurring. 
STANLEY W. TUELL, M.D. 


Elementary Technique of Repair of Cutaneous 
Losses of the Fingers (Technique élémentaire de 
réparation des pertes de substance cutanée des 
doigts). R. ViLaAIn. Sem. hép. Paris, 1952, 29: 1223. 


Lesions of the tendons, fractures of the phalanges, 
and complete severing of the fingers are excluded 
from this discussion. 

When split grafts o.4 mm. in thickness are em- 
ployed, hemostasis is accomplished by the applica- 
tion of warm physiologic saline solution containing 
adrenalin. Catgut ligatures may be applied when a 
pedicled flap is utilized. 

A rotated pedicled flap is used to cover defects on 
the dorsal side of the fingers, when the loss of sub- 
stance involves also tendons or bones in addition to 
skin. A defect of the skin alone is covered with a 
split-thickness graft. Single pedicled flaps are taken 
from the abdomen or the median side of the arms 
only when other procedures cannot be employed. 
Usually they are obtained from a finger of the same 
hand. The author is opposed to full-thickness grafts 
obtained from the retroauricular region because the 
graft may not take and the cosmetic result in the 
donor area may be unsatisfactory. 

Skin grafting is usually done from 24 to 48 hours 
after the injury. The donor area is repeatedly 
washed with soap and ether, and the recipient area, 
with a detergent. Antibiotics are administered for 
3 or 4 days. Josepu K. Narat, M.D. 


The Combined Effect of Cortisone and Partial Pro- 
tein Depletion on Wound Healing. CHar Les W. 
FINDLAY, JR., and Epwarp L. Howes. N. England 
J.M., 1952, 246: 597. 

Although retardation of wound healing in labora- 
tory animals treated with ACTH or cortisone has 
often been reported, there have been several clinical 
reports of burns and surgical wounds in humans, 
that healed normally in the presence of these drugs. 

The present experiments on rabbits indicated 
that at least a 20 per cent weight loss by starvation 
and protein depletion was needed to retard the ini- 
tial appearance and growth of granulations in the 
healing wound. However, low doses of cortisone 
retarded wound healing when partially protein- 
depleted rabbits had lost less than 20 per cent of 
weight, i.e., debility and inadequate protein intake 
augmented the action of cortisone on wound heal- 
ing. Healing was not retarded if a normal diet was 
given after operation. 

The authors believe that these observations may 
partially explain conflicting reports on wound heal- 
ing in the presence of ACTH and cortisone adminis- 
tration, and that “future reports on patients receiv- 
ing cortisone or ACTH should indicate specifically 
the preoperative nutritional status as well as the 
postoperative intake of food and the weight change.” 

L. R. C. AGNEw, M.D. 
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A Method for the Determination of Antibacterial 
Potency of Serum During Therapy of Acute 
Infections. A. Murray Fisuer. Bull. Johns Hop- 
kins Hosp., 1952, 90: 313- 

This preliminary report records observations on 
the antibacterial activity of the patient’s serum. 
This activity was gauged by titrating the serum 
against the infecting organisms. A similar test has 
also been reported by Schlichter e¢ al. (Am. J. M. 
Sc., 1949, 217: 600). The author believes that such 
a test is indicated as a guide to therapy of severe 
bacterial infections of all types, particularly those 
in which multiple antibiotics are being employed 
(here the test may help to determine whether the 
drugs are acting synergistically or antagonistically), 
and in which the clinical response is unsatisfactory. 

L. R. C. AGNew, M.D. 


Terramycin and Aureomycin in Surgical Infec- 
tions. Report of 200 Cases. Epwin J. Putask1, 
Curtis P. Artz, and Eric Reiss. J. Am. M. Ass., 
1952, 149: 35. 

A clinical study on the use of aureomycin and 
terramycin in 200 patients with surgical infection 
was Carried out at the Brooke Army Hospital, Fort 
Sam Houston, Texas. Forty-seven patients re- 
ceived aureomycin and 153 received terramycin. 
Most of the 200 infections were caused by pyogenic 
cocci. It is pointed out that much, but not all, au- 
reomycin and terramycin is readily absorbed in the 
blood stream after ingestion. With the dosage em- 
ployed, 3 gm. initially, followed by .o5 gm. every 6 
hours, blood levels of 4 micrograms per milliliter 
were obtained for 1 to 4 hours after the initial dose, 
and levels of approximately 2 micrograms per milli- 
liter were maintained thereafter. Adequate thera- 
peutic blood levels were obtained by giving terra- 
mycin hydrochloride intravenously in 1 gm. doses 
every 12 hours. Terramycin levels of 3.84 micro- 
grams per milliliter were found in the spinal fluid 
of a patient with meningitis who received 1 gm. of 
the drug intravenously every 12 hours. In a case 
of tuberculous peritonitis with secondary ascites, a 
concentration of 5 micrograms per milliliter was 
obtained in the ascitic fluid after the intravenous 
regimen. 

Of the 47 aureomycin-treated patients, results 
were unsatisfactory in only 12. In these 12 patients 
the dose of aureomycin was inadequate or the drug 
had to be discontinued because of intolerance. 

All but 1 of the 41 patients with cellulitis, who 
were treated with terramycin, exhibited excellent 
results. A good response was evident in 4 of the 5 
cases of terramycin-treated bacteriemia. Satisfac- 
tory results were obtained in almost all of the group 
of 51 miscellaneous surgical infections. Ten pa- 
tients with extensive infected burns failed to re- 
spond to terramycin. Excellent results were re- 
corded in 52 of 56 patients with peritonitis; the 4 
treatment failures were attributed to the fact that 
organisms resistant in vitro to terramycin were 
present. 
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There were 9 instances of untoward reactions to 
aureomycin in the 47 patients treated with this 
drug. Terramycin was relatively free from serious 
toxic properties. In 153 patients there were 6 in- 
stances of gastrointestinal disturbance and 1 in- 
stance of proctitis, but all were mild. A few patients 
experienced moderately severe nausea and vomiting 
after intravenous administration of terramycin. In 
no case in either series were nephrotoxicity or hemo- 
poietic disturbances noted. 


The Local Use of Streptokinase-Streptodornase in 
Chronic Refractory Areas of Suppuration with 
Draining Sinuses. Sot SHERRY and WILLIAM S. 
TILLETT. Ann. Surg., 1952, 135: 479. 


Ten patients with refractory, chronic, draining 
sinuses were treated by instillation of a mixture of 
streptokinase and streptodornase. In 4 cases these 
areas were in soft tissues; in 6 cases the condition 
was diagnosed as a chronic osteomyelitis. Foley 
catheters were used when possible. The solution 
contained from 100,000 to 200,000 streptokinase 
and 20,000 to 80,000 streptodornase in 10 to 20 C.c. 
of saline solution. If a Foley catheter was imprac- 
tical, a small plastic catheter was used. The solu- 
tion was left in place 4 to 6 hours, and then free 
drainage was instituted. Such treatment was car- 
ried out daily, or at 2 day intervals for 5 or 6 treat- 
ments, followed by a period of observation and then 
more treatment if necessary. 

Diodrast studies were carried out to show changes 
in the size and extent of the sinus tracts. Anti- 
biotics were used only when specifically indicated 
and were usually given only systemically. 


Response to treatment is summarized as follows: 
(1) drainage increases due to liquefaction of debris; 
(2) drainage becomes thinner and less odorous; 
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(3) the sinus tract enlarges, due to removal of 
exudate; (4) the bacterial count decreases and loca] 
symptoms subside; (5) drainage decreases and be- 
comes bloody; (6) the sinus becomes sterile and 
heals. 

In 6 of the patients the drainage was effectively 
stopped. In the other 4 patients the SK-SD treat- 
ment was useful in defining the extent and source 
of the infection, thus making the prognosis clearer 
and allowing further definitive surgical treatment, 
if indicated. This latter feature is an important ad- 
vantage of this type of management. 

STANLEY W. TUuELL, M.D, 


SURGICAL INSTRUMENTS AND APPARATUS 


Rehabilitation of Hand Function in Rheumatoid 
Arthritis. Donatp L. Roser and H. Wortry Ken- 
DELL. J. Am. M. Ass., 1952, 148: 1408. 


A hypothesis is advanced to explain the mechan- 
ical basis for the hand deformity of ulnar deviation 
of the fingers at the metacarpophalangeal joints, 
flexion at the metacarpophalangeal joints, hyper- 
extension of the proximal interphalangeal joints, 
and flexion of the distal interphalangeal joints seen 
late in rheumatoid arthritis. 

Physical medicine rehabilitation measures are 
described that can readily be incorporated into the 
home activities of the average patient, and the use 
of a simple assistive device is described whereby 
hand function in a more nearly normal position is 
possible. 

The concurrent employment of pain-relieving, 
reaction-blocking, and nutrition-supplementing 
mechanisms as necessary parts of the treatment 
program is emphasized. 

Ey Exziotr Lazarus, M.D. 
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Roentgenologic Aspects of Meningiomas. EvuGENE 
P. PENDERGRASS and CHARLES R. PERRYMAN. Brit. 
J. Radiol., 1952, 25: 225. 

Meningiomas are perhaps the most interesting and 
versatile of all brain tumors. They may form cal- 
cium, cartilage, or bone, and may cause secondary 
bone production and/or bone destruction. Menin- 
giomas may be occasionally mistaken for sellar or 
extrasellar lesions of other origin. Although usual- 
ly found in older individuals, meningiomas may 
occur in children. 

Not infrequently the only roentgen manifesta- 
tion of a meningioma may be increased vascularity 
of the skull, slight thinning of the calvarium, slight 
irregularity of the inner table, or a very small 
hyperostosis. 

The hyperostoses produced by meningiomas 
have been classified and may be diffuse or nodal 
and predominantly osteoblastic or osteolytic. 

The diffuse tumorous hyperostoses must be dif- 
ferentiated from the spongy type of osteoma. 

Osteoclastic hyperostoses occur more frequently 
than is commonly believed and may appear sim- 
ilar to metastatic carcinoma, oesinophilic granu- 
loma, monophasic Paget’s disease, and leucemic 
lesions of the calvarium. 

An unusual diffuse osteolytic change occurring 
in the floor of the middle fossa and a cystic type of 
hyperostosis are described. 

Roentgenograms of excellent technical quality 
and a high index of suspicion are required for dem- 
onstration and recognition of minimal roentgen 
changes not infrequently produced by menin- 
giomas. 

Demineralization of the sphenoidal ridge may 
be the only roentgen manifestation of a sphenoidal 
ridge meningioma and must be differentiated from 
a normal variant of the ridge and demineralization 
produced by aneurysm, metastatic carcinoma, or a 
glioma. 

The hyperostosis produced by large outer sphe- 
noidal ridge “en plaque” tumors is striking and 
pathognomonic. 

Suprasellar meningiomas may produce a mini- 
mum of roentgen changes with little or no deform- 
ity of the pituitary fossa. 

Basilar meningiomas are rare and may produce 
a demineralization of the base of the skull which 
is demonstrable only in roentgenograms of the 
base of the skull. 

The roentgen changes produced by parasagittal 
meningiomas are variable in type and location. 

Multiple meningiomas occur more frequently 
than is generally believed. The hyperostosis pro- 
duced by meningiomas may be much larger or 
much smaller than the underlying tumor. 


Angiocardiography in Congenital Heart Disease of 
Cyanotic Type. R. N. Coorey and R. D. Stoan. 
Radiology, 1952, 58: 481. 

In complete transposition of the great vessels the 
aorta originates entirely from the right ventricle and 
receives systemic venous blood; the pulmonary 
artery originates from the left ventricle and receives 
highly oxygenated blood. Thus, in the usual case in 
which there is no significant rotation of the heart, 
the aorta is anterior and the pulmonary artery is 
posterior in position. The unsaturated blood in the 
aorta is distributed to the systemic circulation and 
returns to the right side of the heart. The oxy- 
genated blood in the pulmonary artery is distributed 
to the lungs and returns to the left side of the heart. 
The two circulations are thus separate except for 
certain compensatory defects which must be present 
if life is to continue. The most common single de- 
fect is patent foramen ovale and the most common 
combination of defects is patent foramen ovale with 
a patent ductus arteriosus. A combination of an 
interventricular septal defect and a patent foramen 
ovale gives the greater average duration of life, 
while of the single defects, an opening in the inter- 
ventricular septum is associated with the longest life 
span. More than 350 patients with congenital 
cynotic heart disease have been subjected to angio- 
cardiography at the Johns Hopkins Hospital during 
the past 4 years. Of this group, 52 patients were 
thought to have a complete transposition of the 
great vessels. Thirteen of these came to autopsy 
and the diagnosis was confirmed. These 13 cases 
form the basis of this report. 

The angiocardiographic findings in 13 proved 
cases of complete transposition of the great vessels 
are presented. These are classified according to the 
presence of associated anomalies, such as interatrial 
or interventricular septal defects, a patent ductus 
arteriosus, or a combination of these defects. The 
contributions of the procedure are evaluated ac- 
cording to its ability to (a) establish a diagnosis of 
transposition of the great vessels, and (b) to detect 
the presence and size of the concomitant anomalies. 

It was found that the angiocardiographic findings 
were sufficient to make the diagnosis of complete 
transposition of the great vessels in 10 of the 13 cases 
presented. The diagnosis had been suspected, how- 
ever, from routine clinical and roentgenographic 
findings before the patients were subjected to angio- 
cardiography. 

In 3 cases in which the diagnosis was not sus- 
pected, angiocardiography failed to clarify the issue. 
In each instance there were bizarre features which 
rendered the diagnosis more difficult. 

The presence and size of a significant associated 
interatrial defect can be determined with a fair de- 
gree of reliability by angiocardiography. If the 
defect is so large that further enlargement by sur- 


511 








512 


gery is not indicated, the authors believe it will al- 
ways be demonstrated by a technically satisfactory 
angiocardiogram. Concomitant interventricular de- 
fects were rarely demonstrated directly. Occasion- 
ally their presence could be inferred from the as- 
sociated findings. 

Angiocardiography failed to demonstrate a pa- 
tent ductus arteriosus in 4 cases in which the ductus 
proved to be over 3 mm. in diameter. The possible 
reasons for this failure are discussed. 

There were no angiocardiographic deaths or 
severe reactions in 52 patients who were thought to 
have a complete transposition of the great vessels 
(13 proved cases). 

The difficulties in differentiating a complete trans- 
position from a complete transposition of the aorta 
with a levoposition of the pulmonary artery are dis- 
cussed. Other limitations and shortcomings of the 
procedure are considered. Franx L. Hussey, M.D. 


Roentgen Manifestations of Lymphosarcoma of the 
Stomach. Paut H. DEEB and WALTER L. STILSON. 
Radiology, 1952, 58: 529. 

Lymphosarcoma as a generalized process is well 
known. Focal lymphosarcoma is less familiar, but 
is being found increasingly. Primary areas of lymph- 
osarcoma of the stomach probably number about 250 
cases in the literature. There is some disagreement 
as to the roentgen manifestations of lymphosarcoma 
of the stomach. The differentiation roentgenologi- 
cally from carcinoma or even ulcer remains difficult. 

The authors present three cases of primary 
lymphosarcoma of the stomach and 2 cases of gen- 
eralized lymphosarcoma in which there were roent- 
gen findings in the stomach. In most of the cases 
the gastric rugae in the involved area were coarse 
and irregular. As seen fluoroscopically, the defect 
was more flexible than is usual for carcinoma. X-ray 
irradiation in the cases of primary lymphosarcoma 
of the stomach has given good results. 

FRANK L. Hussey, M.D. 


Lesions of the Upper Gastrointestinal Tract in In- 
fants and Children. VerRNon M. Lockarp. 
Radiology, 1952, 58: 696. 

The author reviews a few of the more common, as 
well as some of the rare, conditions encountered in 
examination of the upper gastrointestinal tract in 
infants and children, with no attempt to include 
lesions of the colon. 

Congenital atresia of the esophagus is associated 
more commonly than not with an abnormal com- 
munication with the tracheobronchial tree. An ab- 
sence of gas in the intestinal tract indicates an ob- 
struction in the esophagus, and increased densities in 
the lung fields are due to aspiration pneumonitis or 
atelectasis from a spill-over of the ingested contents 
into the respiratory tract. An opaque catheter 


passed into the esophagus will reveal the point of ob- 
struction, and lipiodol injected through the catheter 
may demonstrate the site of communication with the 
tracheobronchial tree. 
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Congenital stenosis of the esophagus may produce 
incomplete obstruction from birth with recurrent 
vomiting. Fluoroscopy will usually aid in the diag- 
nosis of the condition. 

Acquired constrictions of the esophagus due to in- 
gestion of caustics usually present an elongated area 
of narrowing. With barium study, the outline of the 
esophagus may be seen to be serrated due to ulcera- 
tion and spasm from the resulting esophagitis. 

Anastomoses from previous esophageal surgery, 
though asymptomatic, may occasionally be the site 
of retention of ingested food or swallowed foreign 
bodies. Esophageal varices in children are found al- 
most exclusively in Banti’s disease. They may best 
be demonstrated with a thin mixture of barium. In 
the stomach, foreign bodies usually cause little or no 
harm. Bezoars in the stomach produce a bizarre ap- 
pearance following barium study. Ulceration in the 
stomach or duodenum is infrequent and perforation 
of ulcers is very rare in children. 

The most common lesion requiring surgical treat- 
ment during the first few months of life is hyper- 
trophic pyloric stenosis. Roentgen studies offer the 
most accurate and reliable method of diagnosis al- 
though in a great many instances the diagnosis may 
be evident on physical examination. Obstructive 
symptoms virtually never occur before the tenth day 
and usually develop between the second and tenth 
week. This is in contrast to congenital obstructions 
of other types. An abdominal film may show a di- 
lated, gas-filled stomach, and barium studies reveal 
a slow pyloric opening time and usually delayed emp- 
tying of the stomach. An elongated pyloric canal is 
diagnostic. Benign polyps and tumors represent the 
majority of gastric new growths. Duodenal obstruc- 
tion may be extrinsic or intrinsic. The extrinsic type 
is produced by bands of peritoneum extending from 
the undescended cecum across the duodenum in in- 
complete rotation of the intestine. 

The onset of obstructive symptoms is usually at 
birth. On film study, the stomach and duodenum 
are gas-filled to the site of the obstruction. Volvulus 
is also a cause of extrinsic duodenal obstruction. The 
intrinsic type of duodenal obstruction is due to duo- 
denal atresia or stenosis. Both are commonly symp- 
tomatic at birth. Barium studies aid in determining 
the degree and site of obstruction. The degree of 
stenosis may vary. Atresias probably occur more 
frequently in the jejuneum and ileum than in the 
duodenum. Meconium ileus is another cause of vom- 
iting, obstipation, and abdominal distention. It is a 
condition associated with pancreatic insufficiency 
The most striking roentgen observation is the pecul- 
iar mottled density in the abdominal film, due to the 
presence of air bubbles scattered throughout the 
meconium-filled bowel. 

The roentgenographic evidence of obstruction of 
the small bowel varies in appearance from other 
types. Calcium deposits in the peritoneal cavity in- 
dicate an accompanying perforation and meconium 
peritonitis. Intra-abdominal hernia is due to con- 
genital defects of the peritoneum and mesentery 























which allow the small bowel to herniate into a mesen- 
teric pouch. Primary lymphosarcoma is rare but the 
roentgen findings are characteristic. Barium-filled 
small bowel appears as an irregular, rigid, somewhat 
dilated segment of bowel; the material is retained 
over a period of several hours as a result of the local- 
ized lymphosarcomatous infiltration. 

Improved surgical technique and care increase the 
importance of roentgenological diagnosis of lesions of 
the gastrointestinal tract. 

FRANK L. Hussey, M.D. 


Emergency Diagnosis of Upper Digestive Tract 
Bleeding by Roentgen Examination Without 
Palpation (Hampton Technique). Harvey C. 
KNOWLES, BENJAMIN FELSON, NATHAN SHAPIRO, 
and Leon ScuiFr. Radiology, 1952, 58: 536. 


Gross hemorrhage from the upper digestive tract 
is a serious and dramatic event. The early recogni- 
tion of the cause and site of bleeding determines the 
treatment and may be lifesaving. 

The authors report a series of 80 unselected cases 
examined at the Cincinnati General Hospital be- 
tween July, 1949 and July, 1950 by the Hampton 
technique of early examination of the stomach with- 
out abdominal palpation. The method as used con- 
sisted of obtaining nonpressure spot films of the 
mucosal pattern of the partially filled stomach and 
duodenum in several positions and of the filled 
stomach and duodenum in similar positions. The 
esophagus was examined with a thick barium mix- 
ture and the spot-films were obtained. Variations 
from this procedure are often dictated by the con- 
dition of the patient and by the nature and location 
of the lesion. The ages of the 80 patients ranged from 
17 to 72 years. 

In this series the authors obtained an accuracy of 
86 per cent, which compares favorably with that of 
regular gastrointestinal studies. The authors believe 
that the method as used has shown itself to be both 
safe and valuable. The value of the method as an 
aid in the diagnosis, prognosis, and treatment of 
acute upper gastrointestinal bleeding has been con- 
siderable. The procedure is not intended to replace 
the routine gastrointestinal examination. 

FRANK L. Hussey, M.D. 


Experiences with Benign Bone Tumors in Pediatric 
— Joun W. WALKER. Radiology, 1952, 58: 
2. 


_ The author has made a study of 412 bone tumors 
in children, from infancy to 14 years of age. These 
cases have been reviewed with two primary problems 
in mind: (1) a correlation of the roentgenologic and 
pathologic findings, and (2) a reclassification of 
some of the tumors in consideration of three new 
entities in lesions of the bone, namely, osteoid osteo- 
ma, fibrous dysplasia, and eosinophilic granuloma. 
The author presents several cases of each of these 
entities. 

_ Osteoid osteoma is a small, round, or oval nidus- 
like lesion of the bone seldom exceeding a centimeter 
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in its greatest diameter. Osteoid osteoma can lie 
within any portion of the affected bone. The nidus- 
like focus may be small; however, the total abnor- 
mal zone of reaction may be very large, with thick- 
ening and sclerosis extending for several centimeters 
around the nidus. 

As a rule, the histologic picture is one of dense 
sclerotic overgrowth of bone, and diagnosis cannot 
be made until the nidus is seen. This consists chiefly 
of fibrous tissue containing varying amounts of lym- 
phocytic infiltration. Chronic osteomyelitis or scle- 
rosing osteomyelitis (Garre), atypical osteosarcoma, 
and endothelioma of the bone are to be differentiated 
from this condition. 

Fibrous dysplasia is of four types: the classical 
polyostotic disease associated with skin pigmenta- 
tion and sexual precocity; the monostotic type in 
which all forms of endocrine abnormality and 
cutaneous findings are lacking; the monstotic lesion 
that arises from the long bones and extremities and 
resembles the solitary bone cysts of childhood; and 
an eccentrically placed solitary lesion that occurs in 
the metaphyseal area of long bones, classified by 
many as a nonosteogenic fibroma of bone. Most of 
the cases encountered fail to show any precocious 
sexual development or pigmentation of the skin. 
The roentgenologic feature of fibrous dysplasia is a 
broadening or expansion of the bone, with thinning 
and erosion of the cortex and loss of the trabeculae. 
The lesion may be centrally or eccentrically placed. 
Roentgenographically, the condition may be con- 
fused with von Recklinghausen’s disease, enchon- 
droma, simple bone cyst, the cystic disease associated 
with hyperparathyroidism, and metabolic disease 
of the bone, such as the Hand-Schuller-Christian 
type. Microscopically, the lesion of fibrous dysplasia 
is made up of islets of poorly formed new bone in a 
matrix of fibrous stroma, histiocytes, and occasional 
large multinucleated giant celis. 

Eosinophilic granuloma is not a specific bone 
lesion but it does involve bone. The exact pathologic 
classification of eosinophilic granuloma is not 
known. It can occur (a) solely in bone, (b) in bone 
associated with lesions of the lung, lymph nodes, or 
skin, or (c) in the gastrointestinal tract without bone 
involvement. Any bone in the body may be af- 
fected. 

Eosinophilic granuloma must be differentiated 
from fibrous dysplasia, cartilagenous tumors, the 
Hand-Schuller-Christian syndrome, multiple mye- 
loma, and angioendothelioma. In eosinophilic granu- 
loma the trabeculae ‘and osseous structure of the 
bone are destroyed and may be replaced by a soft 
meaty type of tumor; the cortex is thinned and may 
even be expanded. Histologically eosinophilic granu- 
loma is characterized by a cellular type of tumor 
showing little stroma, which is densely packed with 
eosinophils. 

The author has discussed three of the bone lesions 
encountered in childhood which have become popu- 
larly known within the past decade. 

Frank L. Hussey, M.D. 
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Roentgenologic Considerations in Fractures of the 
Neck of the Femur. NATHAN P. SALNER and 
EuGENE P. PENDERGRASS. Am.J. Roentg., 1952, 67: 
732. é 


The background for the proper approach to the 
treatment of fractures of the femoral neck is the 
theme of this article. It emphasizes particularly the 
duties of the radiologist as regards the immediate 
aspects of the fresh fracture and its treatment, to- 
gether with their follow-up over a significantly long 
term. It further points out the necessity of ‘‘team- 
work” between surgeon and roentgenologist in the 
proper evaluation and treatment of all phases of 
this fracture. 

The normal regional anatomy of the hip joint is 
discussed in detail. The authors bring out three im- 
portant anatomic factors which make for greater 
difficulty in the healing of femoral neck fractures as 
compared to those in other long bones. These are: 
(1) the lack of external osteogenic function within 
the adult femoral neck so that external callus forma- 
tion cannot take place, (2) the angulation between 
the femoral shaft and neck which always allows 
shearing forces to act through vertical neck frac- 
tures, and (3) the variable blood supply to the 
proximal fragment and its rather poor collateral 
circulation. The importance of this last point is 
stressed and illustrated diagrammatically. The soft 
tissues surrounding the fracture site virtually com- 
prise the sole source of blood supply to the area. 
Two variables seriously affect the blood supply, 
namely, (1) the amount of soft tissue damage at the 
time of the fracture, and (2) the level of the fracture 
site within the femoral neck; the higher its location, 
the more likely the possibility for insufficient 
nourishment reaching the proximal fragment. The 
circulation to the head fragment via the ligamentum 
teres is thought to be helpful but, by itself, in- 
adequate. 

The pathological anatomy of some of the more 
important complications of this fracture are like- 
wise discussed in detail. One is made aware of the 
fact that between 25 and 4o per cent of these frac- 
tures do not unite because of one reason or a com- 
bination of many reasons. The causes of nonunion 
enumerated and considered are: (1) aseptic necrosis 
within the femoral head fragment, (2) faulty reduc- 
tion, (3) mobility between the fragments at the 
fracture site, allowing shearing forces to disturb cal- 
lus formation and circulation, (4) erosion and ab- 
sorption of neck fragments at the fracture site, (5) 
poor blood supply at the fracture site, and (6) in- 
terposition of soft parts. 

Aseptic necrosis in itself, apart from its connec- 
tion with possible nonunion, is discussed in detail 
and its gross roentgen recognition is described as 
well as the histopathologic changes that occur with- 
in the involved fragment. Roentgenographically, it 
can usually be visualized between 6 and 12 weeks 
following fracture, but it may occur long after bony 
union has taken place. Osteoarthritis following this 
fracture is seen in varying degrees in about 15 per 
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cent of the cases. Intrusion and extrusion of metal- 
lic implements of fixation and the explanations for 
the occurrence of one or the other is considered. 
The cause of either is probably on a mechanical 
basis and depends upon whether the fixation nail is 
anchored to the lateral femoral cortex or, if not, 
whether intrinsic bony resistance alone will favor 
either the occurrence of extrusion or intrusion in a 
given individual. 

Classification of femoral neck fractures into ab- 
duction and adduction types gives a clear picture 
as to what type of fracture is present, and the dif. 
ference between these two forms is further illustrated 
by the work of Pauwel, quoted by the authors, 
This latter work forms a sound basis for understand- 
ing the mechanics of the fracture and serves to em- 
phasize the fact that the more vertical the fracture 
line, the greater the shearing and tension forces 
tending to distract the fragments. 

The evolution of the treatment of this fracture is 
discussed, with emphasis upon the modern methods 
used today. The authors stress the fact that good 
reduction must be secured before fixation is attempt- 
ed. The roentgen criteria for proper reduction are 
enumerated, and, after having been satisfied, the 
authors list the criteria for proper fixation. The re- 
duction criteria include proper apposition and align- 
ment between the fragments, together with internal 
rotation and abduction of the shaft fragment. Also 
included is the fact that the distal neck fragment 
should be well under and inside the head fragment 
in order to help eliminate shearing forces acting 
through the fracture site. The criteria of fixation 
include good centering and proper depth of the fixa- 
tion implement which should enter the femoral shaft 
low enough to obtain suitable valgus; abnormal an- 
gulation or twisting of the head fragment should be 
avoided. These criteria should not be compromised. 

The final portion of this article deals with the ra- 
diologist’s duties as regards this fracture. Emphasis 
is placed upon the establishment of definite routine 
in studying these fractures, and the questions that a 
surgeon would like to have answered in a routine re- 
port are brought forth. The help the radiologist 
can give the surgeon by fluoroscopic guidance is 
presented and certain “musts” that are most helpful 
in the operating room are tabulated. These include 
proper lighting arrangements, and quick and nearby 
developing facilities. A plea is once again made for 
even closer co-operation between the surgeon and 
the radiologist so that better long term results may 
be obtained in the management of this enigmatic 
fracture. NatTHAN P. SALNER, M.D. 


MISCELLANEOUS 


The Treatment of Carcinoma of the Skin. GEORGE 
S. SHARP and Frank C. Binxtey. Am. J. Roentg., 
1952, 67: 606. 

The authors report on the 5-year results of the 
treatment of 1,204 patients with skin cancer. They 
can best be summarized in the following table: 
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TABLE I.—FIVE-YEAR END RESULTS FOR THE 


INITIAL CUTANEOUS CARCINOMA 
(79 per cent follow-up on 1,204 patients) 





No. of Percent- 
age of 
recur- 


rences 


Free of 
recur- 
rences 


No. of 
recur- 
rences 





—— 


Surgery 408 67 





Roentgen therapy 195 24 





Radium 271 18 


Total _ 874 109 




















In this series 7 patients died from cutaneous car- 
cinoma, 6 had recurrences from 3 to 22 times, and 5 
had the disease for more than 10 years. This pro- 
duced a mortality rate of 0.58 per cent. Regional or 
distant metastases occurred in 1.3 per cent of the 
cases. 

Of major concern to the reader was the high inci- 
dence of recurrences particularly in the surgically 
and radium-treated groups. This is probably ade- 
quately explained by the fact that 32 per cent of the 
patients (384) when first seen already had recur- 
rences after having been treated elsewhere. The 
likelihood of another recurrence in this patient 
material was therefore greater than in the average 
case. Most of these recurrences were attributable to 
clearly inadequate treatment. Only 3 per cent of 
these patients had been subjected to biopsy prior to 
therapy. Biopsy undoubtedly would have prevented 
the patient from receiving such types of treatment as 
electrodesiccation, cauterization, curettage (173 
cases), or the use of acids, caustics, iodine (28 cases), 
carbon dioxide (16 cases), or ultraviolet rays (9 
cases). 

The patients who had received legitimate types of 
therapy elsewhere (x-rays in 72 cases, surgery in 42 
cases, and radium in 21 cases) but in whom the lesion 
recurred nevertheless, were probably inadequately 
treated primarily because a biopsy had not been 
taken. In other words, the treatment was not ad- 
ministered for carcinoma but for an assumed benign 
lesion. Adequate surgery must extend at least 1 
cm. beyond the edge of the lesion. In the case of 
x-rays or radium this rule should also be observed, 
but the problem of adequate dosage must be solved 
first. Underdosage results if the calculation is aimed 
to the surface of the lesion instead of to its base 
which may lie 5 mm. or more below the skin surface. 

GeEruart S. ScHwarz, M.D. 


The Clinical Possibilities of the Cobalt® Beam Unit. 
T. A. Watson. J. Canad. Ass. Radiol., 1952, 3: 7. 


The advantages of the cobalt unit over a 2 mev. 
x-ray machine at the University Hospital at Saska- 
toon, Canada, are: (a) the initial cost is less, (b) the 
upkeep is expected to be low, (c) the unit is more 
compact and maneuverable, (d) the output is con- 
stant, subject to 1.1 per cent decay per month, 
(e) the beam is more homogeneous and no filtration 
Is necessary, and (f) a higher depth dose is obtained. 
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The disadvantages are that (a) flux is 33 roentgens 
at 80 cm. focal skin distance (F.S.D.), and (b) the 
source will have to be replaced every 3 years. 

Descriptions are given of the compression cones 
and the beam direction devices which are used with 
the cobalt unit in clinical therapy. 

A fairly extensive description of the details of the 
horizontal rotation schema used in Saskatoon is 
given. Emphasis is placed upon accurate beam 
direction. A novel rotation unit built into the floor 
of the treatment room is used. 

ALFRED S. BERNE, M.D. 


A Cytological and Cytochemical Approach to an 
Understanding of Irradiation Damage in Di- 
viding Cells. A. H. Sparrow, M. J. Moses, and 
R. STEELE. Brit. J. Radiol., 1952, 25: 182. 


One of the important factors determining irradi- 
ation sensitivity is the stage of cell division. How- 
ever, there is little agreement as to which stages of 
the nuclear cycle represent high and low sensitivity. 
Even in those cases in which but slight doubt exists 
about the sensitivity of a stage, there is not much 
information concerning the biochemical factors re- 
sponsible for a given degree of sensitivity. 

The present study was conducted with the object 
of establishing the radiosensitivity of the different 
stages of the nuclear cycle to x-rays and eliciting 
chemical factors that determine the sensitivity. 

The cytological material used was the meiotic and 
postmeiotic cells of Trillium erectum L. Use of this 
flower enabled irradiation and cytological and chem- 
ical analyses of many thousands of cells to be per- 
formed at a particularly known stage of division. 
Chromosome fragmentation was used as a measure 
of irradiation damage. Aliquots were taken for cell 
counting and for nucleic acid determination. 

Sensitivity to chromosome breakage by x-ray 
irradiation increased during the meiotic prophase to 
a peak at or near diplotene and then decreased 
gradually to a low point in early interphase. The 
change in sensitivity from the most sensitive stage 
(diplotene) to the least sensitive stage (early inter- 
phase) was at least sixty-fold. 

The results of the chemical analyses of the desoxy- 
pentose nucleic acid (DNA) and the pentose nucleic 
acid (PNA) contents of cells at various stages of 
meiosis showed that there was less of the former 
present at pachytene than at any of the succeeding 
stages. The increase in desoxypentose from this 
stage to the first division was not the exact doubling 
that would be expected if the entire premeiotic 
synthesis of this substance occurred during this 
period. 

There was lack of correlation between the amount 
of desoxypentose nucleic acid present and the sensi- 
tivity. The period of increase of this substance is a 
period of increasing sensitivity. Between a stage of 
medium sensitivity (pachytene) and the stage 
of highest sensitivity (diplotene) there was an 
increase in sensitivity of 3.5 times, corresponding to 
a change in desoxypentose nucleic acid of about 1.3 
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times. However, when the sensitivity fell off after 
the first division the amount of this substance did 
not change. When sensitivity reached a low, the 
desoxypentose nucleic acid had, if anything, in- 
creased slightly. 

The total amount of desoxypentose nucleic acid 
per nucleus cannot be the determining factor. The 
increase in sensitivity to irradiation must be dueto 
other variables, such as its relation to proteins, 
molecular arrangements, or the like, rather than to a 
change in absolute value. 

The pentose nucleic acid content of the cell does 
not seem to be directly related to radiosensitivity. 

Epwarp D. Hupack, M.D. 


The Treatment of Postirradiation Infection with 
Antibiotics; An Experimental Study on Mice. 
C. PutLitrp MILLER, CAROLYN W. HAmmonp, Mari- 
ANNE TOMPKINS, and GERTRUDE SHORTER. J. 
Laborat. Clin. M., 1952, 39: 462. 


Large groups of young adult mice were exposed to 
from 450 to 600 roentgens of radiation from a 250 
kv., 15 ma. x-ray unit. Some groups received anti- 
biotics following irradiation, while others, constitut- 
ing the control group, did not. The antibiotics were 
given to combat the bacteriemia from micro-organ- 
isms that normally inhabit the intestinal tract, 
which occurs in the second and third weeks following 
radiation. The influence of the bacteriemia on mor- 
tality after irradiation was obtained by comparing 
the treated and control groups. 

Special care was taken to avoid food and water 
contamination. Two of the antibiotics, strepto- 
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mycin and penicillin, were given subcutaneously 
(controls received saline solution subcutaneously), 
The other antibiotics (chloramphenicol, aureomycin 
terramycin, neomycin, and polymyxin) were given 
orally by mixing them with the food (controls re. 
ceived similar ground food without antibiotics), 
The average food consumption per day was 2 gm, 
per mouse, and dosage calculations were made 
accordingly. 

The subcutaneous use of streptomycin, from the 
fourth to the twenty-eighth day after irradiation, 
resulted in the greatest reduction in mortality in the 
treated group as compared with the control group, 
A significant reduction in mortality was also noted 
from the oral ingestion of chloramphenicol, aureo- 
mycin, and terramycin. 

When the oral antibiotics were supplemented with 
the subcutaneous injection of streptomycin during 
the second and third weeks after irradiation, the 
degree of protection was increased. 

However, the addition of penicillin to strepto- 
mycin therapy did not alter the mortality figures 
from those obtained with streptomycin alone. 

Neomycin was ineffective. Polymyxin was too 
toxic for mice. 

Infections caused by Pseudomonas, Proteus, or 
Salmonella decreased the effectiveness of the oral 
antibiotics. 

These experiments apply only to mice and need 
not be applicable to man or other animals that have 
a different intestinal flora. However, they emphasize 
the importance of infection as a lethal factor in mice 
exposed to irradiation. Joun J. Gaucuan, M.D. 
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CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Study of Morphologic and Functional Modifications 
of the Liver in the Posttraumatic Period 
(Etude des modifications morphologiques et fonc- 
tionnelles du foie dans les états posttraumatiques). 
Acta med. belg., 1952, p. 7- 


Each type of parenchyma participates in the 
counterreaction of the organism to an insult. Anoxia 
and hyperactivity of the suprarenal glands are im- 
portant factors in this reaction. 

Proper function of an organ depends largely on 
oxygenation and the supply of energy furnished by 
the blood. Therefore, in his study of hepatic changes 
following trauma, the author paid particular atten- 
tion to circulatory disturbances. Injections of China 
ink into the splenic vein enabled him to demonstrate 
a pronounced stasis in the portal circulation. Cen- 
trolobular anoxia is responsible for the elective fra- 
gility of the center of the liver lobules. 

Systematic histologic studies in animals exposed 
to traumas have shown that lesions appear in a 
definite chronologic order and that their topographic 
location is well defined. 

Cellular edema is accompanied by macronucleosis 
and hyperplasia of Kupffer’s cells. During regression 
of the edema, there is interstitial accumulation of 
mobile cells apparently deriving from portal spaces. 
In slides obtained 24 hours after the trauma, fatty 
infiltration of the peripheral portions of the lobules 
can be demonstrated. 

The author observed the disappearance of glyco- 
gen from the liver in suprarenalectomized animals 
subjected to trauma. A marked rise of phosphatase 
activity of the liver (noticed in normal traumatized 
animals) was absent in suprarenalectomized ani- 
mals. Evidently either a cortical or a medullary 
suprarenal hormone permits the alkaline phospha- 
tase of the liver to liberate glucose from Cori’s esters. 
Therefore, posttraumatic hyperglycemia is absent in 
traumatized, suprarenalectomized animals. 

Hepatic basophilia diminishes after insult. This 
phenomenon is related to a fall of concentration of 
the cytoplasmic ribonucleic acids. Conversely, there 
is a rise of nuclear desoxyribonucleic acids following 
trauma. Suprarenalectomy accentuates the fall of 
ribonucleic acids. This is probably due to anoxia con- 
secutive to trauma. 

Hyperphospheremia is a phenomenon which devel- 
ops following an insult. | JosepH K. Narat, M.D. 


The Surgical Use of ACTH and Cortisone (Chirur- 
gische Gesichtspunkte bei der Verwendung von 
ACTH und Cortison). JoErRG Reun. Langenbecks 
Arch. u. Deut. Zschr. Chir., 1951, 269: 314. 


The adrenal cortex is the source of various hor- 
mones, approximately 30 of which are actually 


known. Most authors believe that they are direct 
products of the adrenal cortex. Verzar, however, 
claims the presence of only one adrenocortical 
hormone. He believes that this endocrine substance 
metabolizes into various secondary hormones. Ac- 
cording to their biological action they are divided 
into mineralocorticoid, androcorticoid, and gluco- 
corticoid hormones. The mineralocorticoid hor- 
mones, among them DCA, act principally upon 
minerals, while the glucocorticoid hormones, for 
example cortisone, influence mainly the metabolism 
of carbohydrates. 

Traumatic surgical conditions, such as burns, are 
capable of producing a more or less intense stress 
upon the adrenal cortex. The initial period of 
“alarm reaction” is, in favorable cases, followed by 
an increased resistance of the whole body. This is 
anatomically demonstrable by augmented size and 
weight of the adrenal cortex. It therefore appears 
logical to combine the use of ACTH and cortisone 
with the usual treatment of burns. Skin grafts 
showed a better healing tendency after the adminis- 
tration of ACTH, probably because of a less pro- 
nounced antibody-antigen reaction between the 
transplants and wound areas. 

Patients with Addison’s disease have become a 
fair surgical risk if protected by DCA or cortisone. 
The use of ACTH or adrenocortical hormones is 
advocated in the preoperative or postoperative care 
of patients in whom strong operative stress can be 
expected. These hormones are successfully em- 
ployed in the treatment of diseases of the collagen 
tissue. The experience, however, with these products 
is too short to allow a statement to be made as to 
whether they are of curative or palliative value. 

Animals, which became resistant to ACTH, 
responded again to this drug after the injection of 
pituitary extract from another animal. The treat- 
ment of carcinomas and lymphosarcomas is only a 
symptomatic one, and the fact that diseased 
lymph nodes may decrease in size is probably due 
to the lympholytic action of ACTH and cortisone. 

The use of these two hormones also has its dangers. 
Overdosage may produce a clinical picture simulat- 
ing Cushing’s disease. Sudden interruption of the 
therapy with ACTH and cortisone may induce 
Addison’s disease, which is due to a depressed 
activity of the adrenal cortex after the prolonged 
administration of these substances. High doses of 
ACTH and cortisone, also, may unfavorably in- 
fluence the defense reactions against infections and 
mask their symptoms. They also tend to inhibit 
the action of antibiotics, and are of no help in puru- 
lent or viral infections. Aureomycin and cortisone 
are claimed to be the treatment of choice in typhoid 
fever, but prolonged administration of the hormone 
may decrease the healing tendency of intestinal 
ulcers, and favor their perforation. 
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ACTH and cortisone have, in contrast to DCA, 
an inhibitory action upon the multiplication of 
cells of the poorly differentiated mesenchymal tissue. 
Myelopoiesis and the cellular activity of endodermic 
or ectodermic tissue are not influenced. Immediate 
administration of ACTH after the introduction of 
foreign bodies into the peritoneal cavity of animals 
prevented the formation of adhesions. If, however, 
hormonal therapy was withheld until the fifteenth 
day, lysis of the adhesions could not be observed. 
This very action of ACTH and cortisone upon con- 
nective tissue explains the contraindication of these 
hormones in certain cases of tuberculosis. Histologi- 
cally, there is necrosis of the tubercles, an increased 
number of Koch’s bacilli, and absence of fibrous 
tissue reaction. The human body depends in its 
fight against tuberculosis on a good hormonal 
equilibrium, and any imbalance, whether spon- 
taneous or induced by unilateral hormonal therapy, 
may disturb the defense reactions. ACTH and corti- 
sone should aJso be employed with great caution in 
patients with gastroduodenal ulcers. Perforation 
may occur almost without symptoms. The secretion 
of pepsinogen is stimulated by ACTH and cortisone 
and, as a consequence to the afore-mentioned action 
upon fibrous tissue, protective peritoneal adhesions 
are seldom found after perforation. 

Also, there were more or less severe cases of 
psychosis observed after therapy with ACTH or 
cortisone. 

ROBERT SCHOBINGER VON SCHOWINGEN, M.D. 


An Observation of Tumoral Calcinosis Which Was 
Greatly Improved by Thymoparathyroidec- 
tomy, with a Study of Calcium Balance After 
Minimal Intake (A propos d’une observation de 
calcinose tumorale, trés améliorée par une thymo- 
parathyroidectomie, avec étude du bilan calcique a 
minima). RENE FONTAINE, PAUL FRANK, GEORGES 
STOLL, and Lis—E WILHELM-Matuis. Sem. hép. Paris, 
1952, 29: 1211. 

Calcinosis is a rare condition of obscure origin 
characterized by multiple calcareous deposits in the 
skin and interstitial tissues. A certain similarity be- 
tween such formations and gouty deposits led to the 
term ‘‘calcium gout.”’ 

Two types of subcutaneous calcium deposits may 
be distinguished: the pure form and the one asso- 
ciated with scleroderma. The pure form may be sub- 
divided into: (1) generalized intestitial calcinosis, (2) 
circumscribed calcinosis, also called ‘‘calcareous gout” 
or “pseudogout,”’ and (3) pseudotumoral calcinosis. 

In contradistinction to calcium deposits in the 
lymph nodes of the hilar regions, extraperitoneal or 
intraperitoneal space, and in lipomas, sebaceous 
cysts, or periarticular bursae, calcinosis is a general- 
ized lesion. In myositis ossificans, calcifications have 
the shape of elongated ramifications, not encounter- 
ed in calcinosis. 

Two theories have been advanced to explain the 
pathogenesis of calcinosis: primary dystrophy of the 
connective tissue, and disturbance of the calcium 
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metabolism of endocrine (especially parathyroid) 
origin. 

The authors report tumoral calcinosis in a 13-year- 
old girl. Numerous pseudotumoral calcareous de- 
posits of various sizes were scattered in the sub- 
cutaneous tissue of the trunk of the body and the 
lower extremities. Signs of scleroderma were absent, 
The blood calcium was 9.8 mgm. per 100 c.c. of 
serum. In 4 days the patient absorbed 1,058 mgm. 
and excreted 2,954 mgm. of calcium. 

Two years after thymoparathyroidectomy the pa- 
tient was in perfect health, and had no new calcium 
deposits nor abnormal calcium excretion. 

The authors conclude that in at least some cases of 
calcinosis, hyperparathyroidism is an important 
genetic factor. JoserH K. Narat, M.D. 


Triethylene Melamine in the Treatment of Neo- 
plastic Disease. R. WAYNE RUNDLES and W. 
Bruce Barton. Blood, N. Y., 1952, 7: 483. 


This report concerns 134 patients with malignant 
lymphomas, leucemia, and other neoplastic diseases 
treated with orally administered triethylene mela- 
mine (TEM) during a period of 18 months at Duke 
Hospital, Durham, North Carolina. Triethylene 
melamine was discovered to have nitrogen mus- 
tardlike effects on experimental tumors and leu- 
cemia in mice late in 1949. The clinical studies of 
Rhoads, Karnofsky, and collaborators at Memorial 
Hospital, New York, showed that temporary pe- 
riods of improvement comparable to those ob- 
tained by injections of nitrogen mustard could be 
produced in patients with MHodgkin’s disease, 
lymphosarcoma, chronic lymphatic and myelo- 
genous leucemia, and in mycosis fungoides. The 
authors’ experiences confirm the results of Rhoads. 
In the authors’ opinion the discovery of TEM has 
permitted significant advances in practical ther- 
apy. Its effectiveness, when given by the oral 
route, and its relative freedom from disturbing 
side reactions, in contrast to nitrogen mustard, 
make optimally spaced and sustained therapy 
feasible. Its generalized action renders it an 
agent suitable for the treatment of diseases which 
involve tissues in widespread anatomic areas. 

TEM was found by the authors to be especially 
useful in the treatment of chronic proliferative 
diseases arising from lymphatic tissue. When the 
bone marrow is involved, as in chronic lymphocytic 
leucemia, the beneficial effect of TEM appears to 
surpass that of any other agent. TEM was dis- 
appointing in the treatment of the myeloid pro- 
liferative diseases. It was not as effective as ure- 
thane in the treatment of chronic granulocytic 
leucemia. In most nonhemopoietic tumors TEM 
was of little value although worthwhile palliation 
was obtained in 2 cases of nasopharyngeal lympho- 
epithelioma and in 3 cases of ovarian cystadeno- 
carcinoma with metastases. 

The chief complication of TEM therapy, just 
as of nitrogen mustard therapy, is bone marrow 
suppression. The critical problem in therapy 1s 
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the administration of therapeutically adequate 
amounts of the chemical while avoiding this com- 
plication. The effective intravenous dose is one- 
fourth to one-half that of nitrogen mustard. Oral 
doses range from these amounts upward. The ef- 
fective dose varies considerably in different pa- 
tients and does not appear to be related to the type 
of disease. WittiaM T. Firts, Jr. 


DUCTLESS GLANDS 


A Case of Myositis Ossificans with Calcific Deposits 
in the Conjunctiva, of Possible Hyperpara- 
thyroid Origin (Un caso de miositis osificante com 
depésito célcico en conjuntivas, de posible origen 
hiperparatiroideo). ADOLFO LAFUENTE and FERMIN 
GALINDEZ. Acta endocr. Iberica, 1951, 1: 356. 


An unusual, though previously reported, instance 
of myositis ossificans associated with crystalline 
calcific deposits in the ocular conjunctiva justifies 
this report. Microchemical analysis of the material 
scraped off of the conjunctiva disclosed calcium 
carbonate and calcium phosphate in the proportion 
usually found in bone. The patient, 29 years of age, 
developed somewhat painful tumefactions along the 
lateral area of the thighs, beginning at puberty and 
eventuating in a very hard, irregular, unyielding 
mass along both thighs. A clinical history of renal 
colic was elicited, although roentgenograms were 
negative for renal calcinosis. Roentgenography of 
the thighs disclosed extensive calcareous deposits 
along the thighs. The patient also exhibited hyper- 
calcemia, hyperphospheremia, hypercalciuria, and 
elevated alkaline phosphatase which pointed to a 
disordered hyperparathyroid function. However, no 
surgical exploration for an adenoma was performed. 

The authors discuss the various theoretical etio- 
logical aspects, commenting that a possible relation- 
ship prevails between dermatomyositis, sclerodac- 
tylia, scleroderma, and calcified traumatic hema- 
tomas about the pelvis and elbows, insofar as the 
process of calcification is concerned. Although 
glycogenolysis and phosphoric esters partake in the 
calcific deposition, much is not clear concerning the 
calcium and phosphorous metabolism. Eventually, 
cases of myositis ossificans progress to complete 
disability and marked asthenia, and the patients 
succumb to intercurrent infection, renal failure, or 
myocardosis. MicueEt Drosinsky, M.D. 


EXPERIMENTAL SURGERY 
Primary Hyperparathyroidism. RosEMARY Murpuy: 


Lewis M. Hurxtuat, and Georce O. BELL. Arch. 
Int. M., 1952, 89: 783. 


The ultimate effect of an excess of parathyroid 
hormone is to increase the transport load of serum 
calcium, with the resultant production of systemic 
symptoms, caused by the elevated serum calcium, 
and of secondary symptoms due to the deposition of 
calcium in certain tissues and the withdrawal of 
calcium from the bones. 
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Systemic symptoms are apparently the result of an 
elevation in the serum calcium level. These symp- 
toms are vague and resemble those of many abnor- 
mal functional states. There is nothing diagnostic 
about weakness, easy fatigability, nausea, constipa- 
tion, anorexia, or crampy abdominal pain, yet these 
may be the prominent symptoms in hyperparathy- 
roidism and, when renal disease and bone abnormali- 
ties are absent, may be the only symptoms of the 
disease. 

The excretion of excessive calcium and phosphorus 
may lead to symptoms and signs referable to the uri- 
nary tract; the polyuria and polydipsia present may 
mimic diabetes. With the development of renal cal- 
culi or calcinosis, symptoms of renal colic, and finally 
renal insufficiency, may appear. 

The secondary effects on the bony structures lead 
to a variety of abnormalities—fractures, deformities, 
cysts, tumors. Pain is common and early, and may 
be misinterpreted as arthritis or neuritis. In addition 
to the deposition of calcium in the kidneys, calcifica- 
tion may occur in blood vessels, conjunctivae, 
corneae, and other tissues. 

The data on 25 cases of proved hyperparathy- 
roidism are presented. The diagnosis was estab- 
lished by surgical removal in 24 cases, and at au- 
topsy in the remaining case. The pathologic diag- 
nosis was single adenoma in 24 cases, and hyperplasia 
of the parathyroid glands in one case. More than 
one exploration was required in 4 cases before the 
adenoma was discovered. There was no operative 
mortality. 

The response to treatment was excellent in every 
case. SAMUEL Kaun, M.D. 


The Production of Ectopic Cartilage. Katuryn LYLE 
STEPHENSON. Plastic & Reconstr. Surg., 1952, 9: 302. 


In the rat, the injection into the muscle of o.1 N 
hydrochloric acid, 40 per cent alcohol, acidified 40 
per cent alcohol, phosphatase, 40 per cent alcoholic 
extract of cartilage, benzene extract of cartilage, 
benzene extract of 4o per cent alcoholic extract, 
hyaluronic acid, or purified chondroitin did not 
produce cartilage. 

Bladder epithelial transplants into the muscles of 
the rat survive and form cysts, but such transplants 
do not produce mature cartilage or bone in the ad- 
jacent area. 

With Lison’s stain, cartilage and chondroitin stain 
a deep dark purple, and the granules of the mast 
cells stain a brighter, more rose purple. Hyaluronic 
acid, a mucin, appears as bright pink. The neuri- 
lemma stains a delicate pink with toluidine blue. 
Fibers and ground substance of areas surrounding 
the site of injection of benzene are particularly con- 
spicuous by the intense pink reaction of the matrix. 
Areas adjacent to sites receiving monobasic calcium 
phosphate are more purple. 

The question of the role of various lipid fractions 
of cartilage, with regard to chondrogenesis, needs 
more extensive investigation. 

SAMUEL Kaun, M.D. 
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Transplantation Studies on Sheets of Pure Epider- 
mal Epithelium and on Epidermal Cell Suspen- 
sions. R. E. BILLINGHAM and Joyce REYNOLDS. 
Brit. J. Plast. Surg., 1952, 5: 25. ; 


By the tryptic digestion of thin shavings of mam- 
malian skin of even thickness, the dermis can be 
completely disengaged from the epidermis, leaving 
the latter as an anatomically intact sheet completely 
free of all dermal elements. It is believed that 
trypsin preparations contain a specific enzyme, prob- 
ably an elastase, which dissolves the fine elastic fibers 
that normally unite the epidermis to the dermis. 

Further tryptic digestion allows the component 
cells of the epidermis to separate so that an epidermal 
cell suspension can be produced. 

Experiments were carried out to test the efficacy 
of using epidermal sheets and epidermal cell sus- 
pensions as grafts to large raw areas. Such experi- 
ments were successful in epithelializing denuded 
areas in the experimental animal in the majority of 
instances. It is shown that the use of the cell suspen- 
sions and the epidermal sheets offers a practical 
method of achieving a high degree of epithelial cov- 
erage on an extensive area of full thickness skin loss 
for the minimum expenditure of intact skin. 

ORVILLE F. Grimes, M.D. 


The Secondary Contracting Tendency of Free Skin 
Grafts. A. RAGNELL. Brit. J. Plast. Surg., 1952, 
5: 6. 

The author has sought to make some contribution 
to the knowledge of the secondary contraction of free 
skin grafts with reference to its duration and de- 
pendence upon rotation of the transferred skin at 


implantation. Following an analysis of the anatomi- 
cal and histological premises for the elasticity and 
contractility of human skin, some experimental in- 
vestigations into the corresponding conditions in 
rabbit skin were carried out. 
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The experiments demonstrated that the secondary 
contraction of full thickness grafts of rabbit skin 
reached its maximum after a period of 1 month and 
had subsided after 2 months. The manner in which 
the graft is rotated when suturing it at the recipient 
site seems to be immaterial since the growth, on com- 
parison of two directions at right angles to each other, 
was not found to be inhibited in any direction by any 
contraction factor in the graft. 

ORVILLE F’. Grimes, M.D, 


An Experimental Study of the Effects of Freezing, 
Partial Dehydration, and Ultrarapid Cooling on 
the Survival of Dog Skin Grafts. Rosert L. A. 
KEELEY, ALPHONSE C. Gomez, and Ivan W, 
Brown, Jr. Plastic & Reconstr. Surg., 1952, 9: 330. 


The survival of dog skin, which was processed in 
various stages of hydration both by rapid freezing 
with ice formation and by ultrarapid cooling to the 
amorphous solid state has been studied. 

No skin rapidly frozen, regardless of the state of 
hydration, was found to survive after grafting. 
Eighty-six per cent of skin grafts, ultrarapidly cooled 
to minus 196 degrees C. in the amorphous state, ul- 
trarapidly rewarmed, and immediately grafted have 
survived as long as 1 year, as permanent skin. Nine- 
ty-eight per cent of skin grafts partially dehydrated, 
ultrarapidly cooled to the amorphous state, ultra- 
rapidly rewarmed and immediately grafted, have 
survived as permanent skin. 

Eighty-four per cent of dog skin grafts dehydrated 
less than 3 minutes in ethylene glycol, ultrarapidly 
cooled to minus 196 degrees C., and stored at minus 
70 degrees C. for from 46 to 66 days, have survived 
as permanent skin up to 1 year. Other dog skin 
grafts, dehydrated for longer intervals before ultra- 
rapid cooling, or stored at minus 20 degrees C. after 
ultrarapid cooling, have failed to show any signifi- 
cant survival after grafting. Samuet Kaun, M.D. 





